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THE LIMITATIONS OF PHRENIC SURGERY IN PULMONARY 
COLLAPSE THERAPY.* 
FRANK S. JoHns, M.D., 
Johnston-Willis Hospital 
Richmond, Virginia. 


To evaluate the usefulness of any surgical pro- 
cedure, one must face its limitations, as well as all 
the possible good results that may follow. And this 
must be done without regard to personal views, to 
preconceived enthusiasm, or to prejudice. Any op- 
eration recently developed, and so carrying the im- 
primatur of something new, and which is also fairly 
easy to do by surgeons of average ability, is liable 
to instant popularity and wide abuse. If such an 
operative course is further encouraged by internists 
only partially informed as to its benefit, certain dis- 
appointment will be the result. All new operative 
procedures, it seems, if not too difficult, become too 
popular. And of such has been the brief, unbril- 
liant history of the development of phrenic surgery 
in our field of operative collapse therapy. 

The location of the phrenic nerve is unfortunate. 
So accessible to surgery, and so obvious in function, 
the type of operation that may be done upon it is all 
too safe. If hemorrhage is avoided, and only the 
phrenic nerve is severed, extracted, or crushed, little 
immediate damage is done. Paralysis of the dia- 
phragm, as indicated, may be promptly induced, and 
the resulting basal collapse, at once obtained, is 
hailed as the desired objective. 

But, unfortunately, the symptoms from which one 
selects this operation are of long and obdurate dura- 
tion, and miracles do not happen. Some of the re- 
ports on phrenic surgery indeed sound truly miracu- 
lous. But they may be definitely misleading. In 
spite of, or it may be on account of, the obviously 
good surgical results of phrenic section, the real 
purpose of the operation may have been forgotten. 
The patient’s loss of time, his mounted expense, 


and the ultimate ill-effects of the operation, if any, 





*Read before the sixty-eighth annual session of the 
Medical Society of Virginia, at Roanoke, Va., October 
12-14, 1937. 


must be thoroughly investigated and weighed against 
all such immediate successes. Such a comparison is 
the purpose of my presentation today. 

Operations on the phrenic nerve have a definite and 
limited place in the closing of certain selective cavi- 
ties in pulmonary tuberculosis. When we have said 
this much, we have already been quite liberal in the 
expression of our views. The results that have fol- 
lowed in our cases, and in the cases of other opera- 
tors in our clinic, have not justified the current wide- 
spread use of and enthusiasm for phrenic surgery. 

A noted surgeon once said that the reason he didn’t 
write a book on surgery was that he knew much of 
it would be obsolete before he could publish it. The 
case of phrenic surgery follows closely. Not many 
years have passed since John Alexander stated his 
belief, in 1924, that ‘the time will come when almost 
every artificial pneumothorax undertaken in the best 
clinics will be preceded or followed by phrenicec- 
tomy.” It is true, in 1937, that an occasional crush- 
ing of the phrenic nerve was found helpful in pneu- 
mothorax. But no one would be optimistic enough 
to make such a forecast today. Experience has re- 
futed a thoughtful opinion of even so wise and au- 
thoritative a clinician as John Alexander. 

Early in our work in thoracic surgery, phrenic 
section was used as an index to thoracoplasty. We 
hoped that some benefit would follow; or, if not, that 
the simple phrenic operation would give an idea of 
how the patient would react to a major surgical pro- 
cedure. This indication for phrenicectomy soon 
proved obsolete. It did no good; and only placed a 


greater operative burden on the patient. 

A few years later, it was also argued that opera- 
tions on the phrenic nerve would favorably influence 
coughing. But Fine and Starr have demonstrated 
experimentally and conclusively that even paralysis 
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of the whole diaphragm (instead of just half, as af- 
fected by phrenicectomy) did not facilitate coughing. 
They were able to show, however, that tight abdomi- 
nal strapping, by restricting the costal margin, would 
impair the effectiveness of cough. In other words, 
interference with the phrenic nerve has no influence 
on the force of the respiratory blast. 


Certain European authorities have observed still 
another phase of the therapeutic value of phrenicec- 
tomy. They attribute some of their good results to 
its effect upon the sympathetic nerve fibres which are 
associated with the phrenic nerve, rather than to the 
mechanical effect of the operation by paralysis of 
the diaphragm. The interruption of these sympa- 
thetic fibres, they hold, brings about a rapid de- 
crease of the pleuro-pulmonary secretions. Three 
such cases, reported by Bibebescu and Polotas in 
Roumania, showed marked improvement after 
phrenicectomy; although, because of adhesions, no 
appreciable elevation of the diaphragm was pro- 
duced. 


In discussing the importance of any operation for 
the cure of pulmonary tuberculosis, we have found 
that the closure of cavities is and must always be 
uppermost in our minds. Pneumothorax should al- 
ways draw first place in the treatment. And if it is 
begun at the opportune time, which is early, the in- 
dications for phrenic surgery and for thoracoplasty 
will be accordingly reduced. In later cases, as stated 
above, we may do an occasional phrenic operation in 
conjunction with pneumothorax if adhesions to the 
pericardium and chestwall, or to the diaphragm at 
the base of the lung, interfere with adequate col- 
lapse. This is seldom a permanent resection of the 
phrenic nerve, but rather a crushing which causes a 
temporary interruption of its function. In cases of 
hemorrhage, we have crushed the phrenic nerve with 
benefit. We continue to use phrenic interruption in 
cases which react badly to pneumothorax. 


But in accounting for actual closure of cavities, 
we must be guarded in our statement of results from 
this procedure. In thick-walled cavities located in 
or near the apex, we have accomplished nothing by 
phrenicectomy toward their closure, but have sub- 
jected the patient to an unnecessary surgical pro- 
cedure, and have lost valuable time, when a selective 
thoracoplasty should have been done. Our experi- 
ence since has shown clearly how impossible it is for 
phrenic section to influence cavities with average 
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fibrosis; we now know that even an extensive thora- 
coplasty does not close all cavities. 

The large majority of pulmonary cavities are 
found in the apex; to this location, therefore, our 
surgical attack must nearly always be directed. 
Central lesions of long standing show little effect 
from operation on the phrenic nerve. Lesions lo- 
cated at the base of the lung are relatively infrequent 
in the white race; and such cavities present the chief 
(if not the only) indications for phrenic surgery in 
tuberculosis. One other type of lesion is also in- 
fluenced by phrenicectomy, namely, an early thin- 
walled cavity, which is not fixed by stubborn fibrous 
tissue. But has not experience shown that the great 
majority of these cases can and should be collapsed 
by pneumothorax ? 

Another factor in the misuse of phrenicectomy is 
its lack of consideration for healthy lung tissue. All 
surviving sound lung tissue, which is to bear the 
brunt of recovery, is most valuable; and it should be 
spared all possible embarrassment. Since the usual 
tuberculous lesion is located in the apex, healthy 
lung tissue is usually established toward the base. 
The maximum compression following phrenicectomy 
is at the base of the lung. But phrenic surgery can- 
not differentiate between this invaluable healthy tis- 
sue and the basal lesion it may or may not compress. 
The compression following phrenic section is unde- 
termined. And how often is this compression ex- 
erted against the wrong location? 

The reported results from phrenic surgery differ 
widely. Graham states that phrenicectomies alone 
have cured only 4 per cent of his patients on whom it 
was employed. O’Brien reports the closure of cavi- 
ties in 50.5 per cent of his cases, and states further 
that cavities were reduced in another 31.2 per cent of 
cases. The great disparity between these summaries 
may be explained in Graham’s further statement 
that those surgeons now doing phrenicectomies with 
enthusiasm have not reported very widely on thora- 
coplasties; and that the pioneers in thoracic surgery 
report few phrenicectomies. 

Some years ago, in our earlier work in the surgical 
treatment of pulmonary tuberculosis, we did the 
standard complete thoracoplasty, removing sections 
of eleven ribs. This was always a formidable op- 
eration; and at that time we made frequent use of 
the operation on the phrenic nerve, hoping to avoid 
the necessity of the extensive rib resection. We also 
then subscribed to the current experimental practice 





19 
: of 
i CUO 
&. 
& th 
fie 
| . 
4 tie 
bs 
4 
: 
se 
uw to 
a , 
F< 
a th 
: of 
j wi 
i CO 
Ps th 
' cii 
co 
"9 su 
i ‘ 
in 
D 
ar 
an 
an 
th 
j mi 
ge 
{3 or 
i@ 
y 
{ 
Gof 
i be 
- 43 
of 
tic 
th 
‘ 
mi 





aE Tir Pee 





1938] 


of doing a phrenicectomy as a preliminary to thora- 
coplasty. 

In the last decade, we have definitely changed 
the whole course of our surgical procedure in this 
field. Directing our attention to the closure of cavi- 
ties, we have departed radically from the so-called 
“standard thoracoplasty”. We have abandoned any 
set operation in this disease, and have chosen for 
every case a selective operation, directly purposing 
to close the given cavities of the individual case. 
For an apical cavity, we do an apical operation only, 
the extent of the operation depending on the extent 
of the involvement. With my co-worker, Dr. Cole, 
we have called this development the Selective Thora- 
coplasty. We have had universally good results; and 
the general adoption of this procedure by other clini- 
cians has been gratifying to us. 

Since adopting this policy of the selective thora- 
coplasty, we have found few indications for phrenic 
surgery. 


DIscuUssION 

Dr. E. C. DrasH, University: There are several points 
in Dr. Johns’ paper with which I cannot entirely agree. 
Dr. Johns feels that too many phrenic nerve operations 
are being done, principally because it is a new procedure 
and because of the accessibility of the phrenic nerve. 

Actually, operations on the phrenic nerve were begun 
and developed from 1911 to 1914. Further changes in 
the type of operation were made about 1921 and even in 
more recent years. Since the operation was first sug- 
gested and done in 1914, its development has been more 
or less parallel with the development of thoracoplasty. 

Evulsion of the phrenic nerve, which was the old type 
of phrenicotomy, has been abandoned. This operation 
became obsolete because of its dangers and because it 
was found that either temporary or permanent paralysis 
of the diaphragm can be very readily controlled by resec- 
tion of the accessory nerve, and the proper handling of 
the main trunk. 

Paralysis of the diaphragm has many uses in the treat- 
ment of pulmonary tuberculosis. It is too much to expect 
that a large thick-walled apical cavity will be closed by 
diaphragmatic paralysis. However, occasionally such a 
cavity will close with paralysis of the diaphragm and, 
rarely, even on bed rest alone. 

It is, of course, impossible to state that paralysis of the 
diaphragm is to be preferred to pneumothorax or thora- 
coplasty. However, there are many early and minimal 
cases in which healing of the lesion can be obtained with 
bed rest and temporary paralysis of the diaphragm. It 
seems to me that this is infinitely better than to start the 
same patient on a course of pneumothorax with its attend- 
ant dangers, its expense and the prolonged treatment which 
is necessary. 

Recently there has been much discussion concerning the 
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advisability of more or less universal pneumothorax which 
permits a patient to leave the sanatorium in a short time 
and to continue his treatment at home. Certainly there are 
a fair number of minimal cases who will achieve a much 
better ultimate result on sanatorium care with a tem- 
porary phrenic paralysis than they will on ambulatory 
pneumothorax. 

I have done phrenic nerve operations on a number of 
patients each of whom had a fairly extensive tuberculous 
infection in the apex. This operation was done, not be- 
cause it was the preferable procedure, but because it 
could be done without cost to the patient and because 
the patient was totally unable to obtain a thoracoplasty 
which he urgently needed. 

Dr. Johns states that his experience with paralysis of 
the diaphragm has been unsatisfactory. 
he has had unfavorable results with this procedure and I 
hope that he will not give up its use, because it occupies 


I am sorry that 


a very worthy position in the treatment of pulmonary tuber- 
It is, of course, not adaptable to all cases. Per- 
haps too much is expected from it. In far-advanced cases 
which are unable to have thoracoplasties either because of 


culosis. 


disease in the contralateral lung or because of poor finan- 
cial condition, paralysis of the diaphragm often results 
in marked relief of cough and definite clinical benefit, 
even though it results in very little or no improvement 
in the lesion itself. 

If a careful search for the accessory nerve is made, this 
operation is not to be undertaken too lightly, even though 
the main trunk is in a relatively accessible position. 

Dr. W. E. Brown, Charlottesville: 
we are all agreed that pneumothorax is the desirable 
method to compress the lung whenever feasible. 


It seems to me that 


I must confess that I have always felt that phrenicectomy 
to give permanent paralysis to one-half of the diaphragm 
was a procedure to be prayerfully considered before you 
went into it, because, after it is done, it is irrevocable. 
A good many years ago when we first started doing 
phrenics at Blue Ridge Sanatorium, Dr. S. E. Hughes, 
of Danville,. recommended to me temporary paralysis of 
the phrenic nerve by crushing, and this appeared to be a 
more reasonable procedure. At first I felt rather skeptical 
about any marked benefit from phrenic paralysis in lesions 
in the upper half of the lung. It did not seem reasonable 
that paralysis of the diaphragm could benefit a lesion in 
the upper half of the lung. I want to say now that I 
am convinced that I was mistaken in that idea. While I 
believe thick-walled cavities cannot be compressed or 
closed by phrenic paralysis, we have gotten some rather 
remarkable results with thin-walled cavities above the 
second rib. 


We have had phrenic nerve operations done on one 
hundred and fifty-two patients. The large majority of 
these have been temporary paralyses. Of these, one hun- 
dred and thirty-one cases have been discharged from the 
Sanatorium, and of the discharged cases one hundred and 
six had the majority of the disease in the upper lobe. 
Eighty of these cases had positive sputum, and thirty-eight, 
or 47.5 per cent, became negative. Eighty had definite 
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cavity formation, and forty-five, or 56 per cent, had the 
cavity closed. Twenty-five had disease in the lower lobe; 
twenty-three of these showed positive sputum, and thir- 
teen, or 57 per cent, were rendered negative. Eighteen 
showed cavity formation, and ten of these, or 55.5 per 
cent, became closed. The condition on discharge was as 
follows: 


Arrested or quiescent _-______ 11, or 8.4% 
(eens FS 
Unimproved ............._... 16, or 12.2% 
_ alee Se, | 


Twenty-seven had phrenics to assist thoracoplasty, and 
eight of these died following the major operation. Twenty- 
one had phrenics to assist partial pneumothorax. 

The great majority of our phrenic operations are done 
on patients who are unable to take pneumothorax and 
who were not doing well under routine rest treatment. 
Phrenic paralysis is not a cure-all, and each case should 
be carefully considered before treatment is instituted. 
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The percentage of improvements in properly selected cases 
is certainly much higher than can ordinarily be gotten 
with bed rest alone. 

Dr. Jouns, closing the discussion: I appreciate the 
interest in the subject of this paper, as shown here by 
the discussion of my friends. In closing, I would clearly 
restate my purpose as to the uses of phrenic surgery. | 
am not trying to “popularize thoracoplasty”. But I have 
urged that phrenic operations be used only when indicated. 

Owing to our city’s central seaboard location, we have 
seen the results of phrenic surgery by many operators. 
It has been our misfortune to see these cases after they 
have been dismissed as cures following various types of 
phrenic surgery. The follow-up of these cases has fre- 
quently made plain to us the loss of time and the poor 
results of the too liberal use of phrenic surgery. 

Early diagnosis and early pneumothorax will decrease 
the necessity for any type of thoracic surgery. But when 
surgery is indicated, we must select the procedure which 
will give the best permanent results. 





SKIN MANIFESTATIONS IN TULAREMIA.* 


J. M. Hitcn, M.D., 
Raleigh, North Carolina, 
and 
D. C. Smiru, M.D., 


Charlottesville, Virginia 


In 1910 Pearse! published the first description of 
the clinical manifestations of tularemia. Since that 
time the number of cases reported annually has in- 
creased many times. Inasmuch as the literature con- 
tains extensive accounts of practically all phases of 
the disease, this presentation will not include gen- 
eral considerations. 

Because of the increasing number of reported ani- 
mal hosts and insect vectors, it is now understood 
that the disease is surely not restricted geographi- 
cally nor its victims to certain occupational or social 
classes. Simpson? was able to find in 1933 that 
tularemia had occurred in twenty-two animals and 
insects. Because of the widespread distribution of 
the infection and the fact that there are relatively 
afebrile cases which Kavanaugh® has termed “am- 
bulatory tularemia”, one may not suspect the proper 
diagnosis if the patient presents only a primary ulcer 
or a generalized eruption. 





*From the Department of Dermatology and Syphilology, 
University of Virginia Medical School. Dr. Hitch has 
since moved to Raleigh. 

Read in part before sixty-eighth annual session of the 
Medical Society of Virginia in Roanoke, on October 13, 
1937. 


The various cutaneous reactions which had been 
reported up to 1927 were included in a paper by 
Netherton'. The purpose now is to supplement his 
original compilation with those cases which subse- 
quently have appeared in the literature and those re- 
ported here. 

The classification of the dermatological mani- 
festations resolves itself into three groups: (1) the 
primary ulcer, (2) the nodular lymphangitis ex- 
tending upward from the site of the primary lesion, 
and (3) the generalized eruptions. 


THE PRIMARY LESION 

Kavanaugh® has reported 123 cases of tularemia, 
102 of which showed primary lesions, while six 
were classified as the primary cutaneous type without 
primary lesion but with regional glandular enlarge- 
ment. In the remaining fifteen cases, six were of 
the primary ophthalmic type, while nine were crypto- 
genic—that is, they presented no visible lesion. re- 
gional glandular enlargement or local manifestation. 
This shows that by far the majority of patients ex- 
hibit a primary ulceration. These have been reported 
to occur on practically every portion of the body. 
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The ulceration is usually singular but may be 
multiple and may be very small. The incubation 
period is from one to seven days. The disease is 
usually ushered in by a prodrome of sweating and 
fever and often with enlarged regional lymph nodes 
even before the appearance of the primary sore. The 
lesion generally begins as a small inflammatory 
papule which gradually enlarges, ruptures and dis- 


charges a necrotic core, leaving a painful, deep ul- 
ceration (Fig. 1). 








Two well-developed primary ulcers. 


In the typical case the diagnosis is usually clear. 
However, those which are afebrile or which have the 
primary lesion in an unusual location may present 
real difficulties. The ulceration might conceivably 
be confused with a bone felon, non-specific infection 
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from injury, a chancre, anthrax, actinomycosis, 
chancroid, lymphogranuloma inguinale or tubercu- 
losis. 

The early positive diagnosis at this stage is prob- 
ably best made with the intradermal test developed 
by Foshay® in 1932. This usually becomes positive 
within four days after the onset of the disease; it 
is easy to perform and supplies a rapid method of 
diagnosis. 

The histologic picture of the primary ulcer was 





in a 


lymphatic chain 
Photograph 
(Courtesy 


Unusual granulomatous lesions along 
patient with both tularemia and early syphilis. 
taken twenty-one weeks after onset of disease. 
Dr. S. D. Blackford and Dr. D. C. Smith.) 

first studied by Netherton‘ and later by Goodpasture 

and House®, Bunker and Smith’, Belote®, and Foul- 


ger, Glazer, and Foshay’®. 
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THE SUBCUTANEOUS NODULES 

Subcutaneous nodules along the lymphatic chain 
from the site of the primary inoculation occur in 
20 to 30 per cent of all cases. These nodules usually 
appear early in the course of the disease, may vary 
from one to as many as thirty and of course are 
usually on the arm. They are at first quite firm and 
deep but with age soften and progress superficially 
while the overlying skin becomes erythematous, 
glazed and later purplish. They may eventually 
fluctuate and rupture spontaneously or subside in- 
tact. These nodules are most usually confused with 
sporotrichosis, cutaneous tuberculosis or late syphilis. 

An unusual variant of the nodular lymphangitis 
has been reported by Blackford and Smith’. This 
patient had concomitant tularemia and secondary 
syphilis and developed along the lymphatic chain 
a series of fungating granulomatous ulcerations from 
which B. tularense was demonstrated as late as 
twenty-one months after the onset of the disease (Fig. 
2). 

If the disease is over two weeks’ duration the ag- 
glutination test is fairly reliable but prior to that 
time the intradermal test is to be preferred. As in 
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the primary ulcer B. tularense can be demonstrated 
microscopically or by animal inoculation, but these 
procedures are highly specialized and impractical for 
general use. 

The histologic changes in these subcutaneous 
nodules have been well described by Permar and 
Weil", Francis and Callender!’, and Shelmire?*. 


THE GENERALIZED ERUPTION 

The ocurrence of generalized cutaneous mani- 
festations have appeared intermittently in the litera- 
ture since the disease was first described. Practically 
all the elementary lesions such as macules, papules, 
vesicles and pustules have been recorded (Fig. 3). 
Apparently Netherton’s* collection of these cases in 
1927 is the last that has been made except in a com- 
prehensive study of the disease by Francis“ in 1928 
when he made brief notations of twenty-eight pa- 
tients. A survery of literature reveals forty-three 
such cases and to these are added five (see table). 

Color, sex and age do not seem to be determining 
factors for the presence of the generalized eruption. 
It is to be noted also that the ages range from nine 
to sixty-nine years while the distribution as to sex 
was about equal. 





Patient with maculo-papular generalized eruption exhibiting many of the characteristics of erythema 


multiforme. 


Photograph taken on fifteenth day of disease. 
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| AY ges | tee | 
Zz CZ 
LE} _ lag 
Zz ‘a Ps | Z ++ | E Be Type oF Eruption DisTRIBUTION OF ERUPTION 
2 ° a 5 i z 
x = x w a D 77) > [x] 
6/8 |8}2/2)2)6 [2 
15 | | | 
an W M 36 Cc; ? 8 | 15 | Papular, erythematous Head, arms, dorsum of hands 
| | 
e | , 
(15) | Papular, erythematous Neck, forehead, hands, knee 
“(16) W M 33 Cc ? 10 | ; | Pustular Arms, forearms 
3(15) ? ? ? ? ? ? | | Annular raised areas, violaceous Neck, trunk 
4(15) ? ? ? ? ? 7 | 10 | Painful blotches, erythematous Neck, cheeks, forehead 
5(15) ? ? ? ? | ? ? ? | “Extreme herpes” 
605) |? ? ? | ? ? >? | Pustular Cheek 
7(15) ? ? ? 0 ? ? ? Pustular Periorbital (same side) 
(15) ? ? ? 0 ? ? ? | Pustular Periorbital (same side) 
917) W M 38 C ? ? ? | Acneform Back 
10) | W | F | 34] Cc |? ? ? | Acneform Back 
1108) W M 35 U ? 14 25+ | Pustular Forearms 
Coalescent blotches, erythematous | Dorsum of hands 
1209) W M 42 U | ? | ? ? | Papular, erythematous Dorsum of hands 
13(20) W M 45 eiz?3izx 55+ Paronychial soreness Fingers 
| | “Patches of skin eruption” Hand, forearm 
(21) } | 
14/5) ? ? ? Poh ? ? | Acneform Shoulders, back 
15(8) ? ? ? ro | ? | ? | Acneform Shoulders, back 
160) W M 26 0 | 2 | —7 > | Papular, maculopapular Face, neck (same side) 
17(22) W F ? U | —7 | ? 3+ | Papular, violaceous Neck, trunk 
| 
18(4) W F 34 | 1 | 24 10+| Erythemateus papules, placques Neck, arms, hands, thighs 
| “Erythema multiforme” 
ie) | wl] F | ss | u 5 | 6 | 14 | Papular Chest, back 
| | | died | Papulopustular Abdomen, thighs 
20024) W M 32 L 3 | 16 34 | Maculopapular, erythematous | Chest, abdomen 
| died 
2 | W | F 37 | U | 4 | 2? | 22 | Papulopustular Chest, thigh (opposite side) 
| died 
220) | w | M >| uU | 4 | 21 | 36 | Papular Back 
died 
23(2%6) B F 33 U | 6 | 22 3. | Maculopapular Arm (same side) 
26 7 Maculopapular Leg (same side) 
ae | wf} M | 4 | u | 4 | 20 | 2 | Urticarial 
25(%) W M 69 | U | 2 | 12 ? | Macular, maculopapular Face, chest 
26(28) WwW M 28 | U | 4 | 10 60+ Acneform Neck, forearms, dorsum of 
hands 














Detailed summary of patients showing secondary eruptions. 
*U=Ulceroglandular; O=Oculoglandular; C—Cryptogenic. 
t=Day of disease on which eruption appeared. 


t=In days. 
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on et 7 
8 z§ 
ro} & oO & . 
Zz i - t +t 5 Be Type or Eruption DistRIBUTION OF Eruption 
S/S /al2ei/e]/2/16/a 
272%) W M 17 0 5 42 ? | Papular Cheek 
? | 113+) Circumscribed maculopapular Upper lip 
28(29) W M 16 ; 6 7 | 113+] “Red pimples” Hands, feet " 
“Another skin eruption” Face 
29(80) W M 53 U 1 21+| 7 | Yellow-red macular desquamating | Universal 
“Blisters under nails” 
3001) W F ? U 7 21+|—70 | Deep-seated erythematous, Anterior legs 
painful nodules 
31 (82) W M 37 2 23 37+/| Pustular Shoulders, buttocks 
32(88) W M 45 3 ? ? | Pustular Back, chest 
33(34) W F 43 U 3 14 | ? | Papular Back, wrist (same side) 
34(85) W M ? 0 ?> |—31 4 | Papulovesicular exanthem Head, forearms, hands 
| (treated with serum) 
35(85) W F ? U a a ? | Macular, papular, vesicular Scalp, neck, chest, back, 
| exanthem arms (treated with serum) 
36(35) ? ? ? U ? ? ? | Papulovesicular exanthem Face, neck, chest 
(treated with serum) 
37) | W F 38 U 2 | ? |+60 | Acneform Back 
| Violaceous splotches Back, knees, legs 
387) W M 39 U ? 5 10+} Macular, erythematous to vesicu- | Universal 
lation, to pustulation 
39687) WwW M ? U + ? 5 Macular, violaceous Groin (same side) 
Few on trunk 
40(38) W M 25 U 2 14 21 | Papular, erythematous Face, neck, shoulders, legs 
41089) W F 32 0 2 15 14 | Erythematous placques Knees 
19 9 | Urticarial, purpuric Arms, legs 
42(40) W F 22 ? ? 90 6 | Papular Arms, trunk 
43 (41) WwW M 36 U 2 |—40 24 | Papular, violaceous Neck, back, hands 
44(42) W M 18 0 ? |—14 |—50 | Pustular Cheek (same side) 
45 W M 23 ? 1 ? 16 | Papular Chest, shoulders 
died 
46 B M 9 U F ? 9 Macular Universal 
7 | died | Purpuric, bullous Arm, chest, abdomen 
47 W F 55 U 3 |—12 ? | Papular, erythematous Dorsum of hands 
48 W F 40 U 1 12 29 | Papular, maculopapular, erythe- | Neck, chest, back, arms 
matous. “Erythema multiforme” 


























Detailed summary of patients showing secondary eruptions. 
==Cryptogenic. 
t=Day of disease on which eruption appeared. 


The particular type of tularemia was recorded in 
forty-one cases and it is found that twenty-seven were 
the primary cutaneous type, nine ophthalmic and 
From the data given it appears 


five cryptogenic. 


*U=Ulceroglandular; O=Oculoglandular; 
f=In days. 


tion. 


that most of the remaining seven cases belong to this 
last type, illustrating that the only external mani- 
festation of the disease may be a generalized erup- 
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In twenty-seven cases the incubation period varied 
from fourteen hours to seven days with a mean of 
three days. The time between the onset of the dis- 
ease and the appearance of the eruption varied be- 
tween five days and three months, the average being 
in the second and third week. The duration of the 
eruption varied between two and 113 days with an 
average of 21.9 days. 

The temperature curves for those patients showing 
a generalized eruption were about typical for 
tularemia in general. 

Most of the patients showed an eruption of multi- 
forme character and a division according to the vari- 
ous types of lesions disclosed that twenty-three ex- 
hibited papules, fourteen macules, seventeen pustules, 
three papulovesicles, five vesicles, one wheals, and 
one nodules. An analysis of cases for location for 
the eruption showed that in the majority of patients 
it occurred on the upper portion of the trunk and 
upper extremities. In some cases the eruption was 
unilateral or preponderantly on one side. Almost 
invariably this was the side of the primary lesion. 
It appears therefore that although the noxious mate- 
rial is undoubtedly blood borne, lymphatic drainage 
plays some part in the localization of the eruption. 
Because of the varied character of these tularemic 
eruptions a discussion of differential diagnoses is 
impractical. Suffice it to say, it most often resembles 
the “toxic eruptions” or erythema multiforme. 

Netherton‘ first described the histologic changes 
in a case showing a maculo-papular type of erup- 
tion. His original study has been augmented re- 
cently by Lillie and Francis*. 
papular lessions from two patients studied here (cases 
No. 37, No. 48) showed histologic pictures very 
similar to those seen in erythema multiforme. 


Biopsies of maculo- 


CoMMENT 


It has been proved that the bacteremia in tularemia 
ceases after the fourteenth day. Injection of blood 
into guinea pigs has never been positive after that 
period. However, guinea pig inoculations from the 
internal organs, the primary lesions, and the nodular 
lymphangitis have often been positive for much 
longer periods. Netherton‘ performed guinea pig 
inoculations with tissue from the generalized erup- 
tion on the twenty-ninth day of the disease with 
negative results. From one of the patients seen 
here (case No. 48) a large specimen of one of the 
skin lesions was obtained by biopsy and after re- 
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moval of the gross blood was injected subcutaneously 


These animals showed no evi- 
At the same time 


into two guinea pigs. 
dence of the disease at any time. 
5 cc. of blood were obtained from this patient, de- 
fibrinated and injected into one guinea pig sub- 
cutaneously and one intraperitoneally. These ani- 
mals also remained healthy throughout the period 
of observation. This, of course, does not conclu- 
sively prove that the secondary lesions are not in- 
fective but it does support that theory that these 
Additional 
support of their theory is perhaps also offered by 
the fact that the average time of the onset of the 


manifestations are of a toxic nature. 


eruption is the sixteenth day, with many much later 
while the blood stream infection has been shown to 
be absent by the fourteenth day. The multiplicity of 
the types of lesions also argues for its toxic nature. 
This theory has already been advanced by Miller 
and Taussig*, Netherton*, Markley*, Baer*®, and 
others. 

Therefore this multiforme cutaneous manifestation 
of tularemia should be of particular interest, for it 
represents one more specific etiologic agent which 
can be responsible for a “toxic eruption”. 
rect diagnosis is particularly difficult in a case of 
“ambulatory tularemia” of the cryptogenic type. 
Even in those with a febrile onset it has been shown 
that the temperature may have subsided before the 
onset of the eruption, thus illustrating the point that 


The cor- 


an occasional case of erythema multiforme or toxic 
eruption of obscure etiology may indicate a test for 
tularemia. 
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NUTRITIONAL DEFICIENCIES AND THEIR RELATION TO THE 
CLINICAL COURSE OF HEART DISEASE.* 


WrtiiAM B. Porter, M.D., 
Department of Medicine, Medical College of Virginia, 
Richmond, Virginia. 


For the past seven years we have been interested 
in the relationship of inadequate nutrition to the 
functional integrity of the heart. It must be ap- 
parent that the physiologic efficiency of the myo- 
cardium is immediately concerned with a constant 
supply in adequate quantities of those essential ele- 
ments necessary for an optimal state of heart muscle 
fitness. In judging the importance of food defi- 
ciencies as related to the heart, several questions are 
immediately presented for consideration: 

A. Is the normal heart so affected in those diseases 
which are caused by specific deficiencies (avi- 
taminosis) that its functional integrity is im- 
paired to the degree that heart failure ensues? 

B. Is the functional efficiency of the diseased heart 
liable to premature failure or is the heart which 
is failing under strain made functionally less 
efficient by subclinical types of the deficiency 
states? 

C. And, finally, is recovery from heart failure de- 
layed or made less complete by diets sub-stan- 
dard in quality? 

A. Avitaminosis: 

An absolute lack or a great increase in the needs 
for protective foods (vitamins) without a corre- 
sponding increase in the ingested quantity, finally 
results in a depletion of tissue stores and a de- 
ficiency disease results. The diseases known to be 
produced by avitaminosis are scorbutus (scurvy), 
rhachitis, probably pellagra and beriberi. 

Scorbutus (scurvy), vitamin C deficiency, does 
not affect the heart to a degree clinically significant. 


The pathologic lesions involve primarily the arterioles 


and capillaries with a marked tendency toward 
hemorrhages which may involve the epicardium and 
pericardium. Degeneration of the myocardium has 
been found in fatal cases of scurvy. 

Recent experimental observations appear to in- 
dicate that lesions quite similar to those found in 
rheumatic fever can be produced in animals suffer- 





*Read before the sixty-eighth annual session of the 
Medical Society of Virginia, at Roanoke, Va., October 
12-14, 1937. 


. 


ing from subacute scurvy when they are subjected 
to parenteral injections of streptococci. It is pos- 
sible that vitamin C is an important element in the 
defensive mechanisms of the animal for the nature 
of the reaction to infection in animals can be defi- 
nitely modified by vitamin C. 

Rhachitis (rickets) is concerned primarily with a 
deficiency of vitamin D. Children dying of this 
disease show at necropsy cardiac dilatation pre- 
dominantly of the left ventricle. From a clinical 
standpoint the cardiac complications are not of great 
importance, for in most civilized communities the 
condition is corrected by diet and sunshine before 
cardiac complications have become clinically sig- 
nificant. Indirectly vitamin D deficiencies are im- 
portant, for children with rhachitis are very suscepti- 
ble to upper respiratory infections which in turn 
tend to activate latent rheumatic fever. 

Pellagra is in part concerned probably with a de- 
ficiency of vitamin Bs or G. During the course of 
this study we have been particularly interested in the 
state of the cardio-vascular apparatus in pellagra. 
Recently in a discussion of endemic pellagra the 
opinion was expressed that pellagra, per se, did not 
significantly affect the heart!. Since then we have 
reported the results from a study of twenty-five 
selected endemic pellagrins who were studied with the 
aid of teleroentgenograms, frequent electrocardio- 
grams and the usual standard clinical methods’. 
Twenty-three additional patients were treated for 
pellagra during the same period, making a total of 
forty-eight endemic pellagrins observed over varying 
periods. It is highly significant that in not a single 
instance did heart failure of the congestive type on 
angina pectoris develop. This fact clearly indicates 
that pellagra does not affect the heart to a degree 
sufficient to impair its functional integrity. We now 
have complete data on twenty-three additional cases 
of pellagrat, and a study of this material empha- 
sizes the original conclusions that the hearts of pel- 
lagrins are substandard or normal in size, that vary- 
ing degrees of sinus tachycardia invariably occur 





*The details will appear in a separate publication. 
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during the disease and late into convalescence. In 
only two instances were there significant changes 
in the electrocardiograms not adequately explained 
by associated diseases. Feil’, and Weiss and Wil- 
kins have been impressed with the similarity of the 
effects of pellagra and beriberi on the heart. Un- 
fortunately, these authors do not make a clear dis- 
tinction between those patients who have the char- 
acteristic symptoms and the physical signs of typi- 
cal pellagra and “nutritional deficiency states (beri- 
beri)”. We believe that pellagra is a definite clini- 
cal entity and can be clearly differentiated from 
beriberi. This difference in the material studied 
probably explains why we conclude that beriberi and 
pellagra have no comparable effect on the heart. 
The difference is so absolute that one ventures the 
opinion that B, is not concerned with the patho- 
genesis of pellagra. 

Beriberi, a disease which is primarily the re- 
sult of a deficiency of water soluble vitamin By, is 
characterized by peripheral neuritis, edema, and in 
many cases cardiac insufficiency. 


From the viewpoint of heart disease beriberi oc- 
cupies a unique position in clinical medicine, for 
it emphasizes the importance of dietary deficiencies 
in the production of serious degrees of myocardial 
failure. Patients dying of beriberi show definite 
changes in the heart. There exist varying degrees 
of dilatation of the chambers, particularly the right 
ventricle and auricle. Histologically there is a hy- 
dropic degeneration of the muscle fibers with fatty 
infiltration of the myocardium’. 
quent occurrence in beriberi of neuritis and nutri- 


Because of the fre- 


tional edema as well as congestive heart failure the 
patients are divisible into three groups: (1) neu- 
ritic type; (2) edematous type; (3) cardiac type. 
While these types invariably overlap, the cardiac 
type is seen in those patients in whom neuritis is 
present only in a mild form. 

The onset of beriberi is insidious and progressive. 
Fatigability and palpitation on exertion occur early. 
Breathlessness is felt but is not so pronounced as the 
above symptoms. In the well-developed case of the 
cardiac type of beriberi, the symptoms are those of 
congestive heart failure. The heart shows varying 
degrees of enlargement, and the character of the apex 
beat is feeble and diffuse, indicating a preponderance 
of cardiac dilatation. Systolic murmurs are fre- 


quent but diastolic murmurs are not present. The 
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pulmonic second sound is accentuated, but pulmonary 
congestion is infrequently present. 
marked venous engorgement and an enlarged tender 


There may be 


liver in the more advanced degrees of heart failure 

The heart rate is as a rule accelerated above 100 
beats per minute and the rate is easily accelerated 
by the slightest exertion. 
characteristically altered. 


The blood pressure is not 
Edema of the lower ex- 
tremities occurs early and in advanced untreated 
cases general edema with ascites and hydrothorax 
occurs. The electrocardiograms are characterized by 
a notable absence of disturbances of cardiac rhythm, 
but frequently show small complexes, depressed “T”’ 
waves and aberration of the ventricular complexes. 

The treatment of the beriberi patient with heart 
failure consists of bed rest and a diet rich in vita- 
mine B, and adequate amounts of complete pro- 
teins. Recently Hashimota® has reported very strik- 
ing clinical results from the intravenous use of vita- 
mine B, in acute pernicious cardiac forms of beri- 
beri. Adequate dietetic treatment results in rapid 
clinical improvement; and the enlarged heart 
promptly resumes a normal size, and functional effi- 
ciency is restored. 

From the standpoint of clinical cardiology B, 
avitaminosis is the only specific deficiency disease 
which, per se, is productive of changes in the heart 
of a serious character. The prompt response to the 
administration of an adequate diet leaves no doubt 
that the beriberi heart is a definite clinical entity 
and for this reason it occupies a unique position in 
a discussion which deals with the relationship of 
deficiency states to the heart. 

B. The relationship of subclinical deficiency states 
to the premature development of congestive heart 
failure in patients known to have varying degrees of 
organic heart disease: 

The evaluation of the importance of food defi- 
ciency, or any single factor, as it may influence the 
bizarre and unexpected behavior of chronic disease 
is fraught with many pitfalls. Nevertheless, the 
problem is simplified when one appreciates the fact 
that in this country a deficiency in one element es- 
sential to optimal nutrition rarely exists to an ab- 
solute degree or as an isolated deficiency, but rather 
as a group deficiency with a preponderance of the 
The 
importance of the full appreciation of this truth is 
obvious, for one is rarely able to elicit a dietetic his- 


clinical characteristics of one essential factor. 
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tory indicating a complete lack of any single es- 
sential food; but rather an inadequate quantity of 
many with a significant deficiency of one factor pre- 
dominating. 

Other factors of cardinal importance are the 
change in the metabolic needs of the enlarged myo- 
cardium and the necessity for optimal concentration 
of the essential elements in the coronary blood when 
there develop quantitative changes in the minute 
volume of coronary blood flow. Organic heart dis- 
ease is invariably accompanied by enlargement of 
the myocardium, which not only increases its meta- 
bolic needs, but its cellular metabolism is slowed 
down due to the increase in the distance metabolites 
must move in and out of the enlarged muscle fibre. 

Varying degrees of coronary disease with conse- 
quent reduction in the minute volume flow of blood 
to the myocardium are frequent accompaniments of 
the cardiac pathology seen in this section. The phy- 
siologic integrity of the myocardium is dependent 
upon an adequate blood supply to meet its metabolic 
needs, and these needs are increased by the presence 
of heart disease; and, when there is a reduction in the 
minute volume of coronary blood flow, the concen- 
tration of the essential elements for optimal nutri- 
tion must be increased lest cell metabolism suffer 
and heart failure ensue. 

There have been available for many years data 
on the bio-chemistry of muscle physiology which is 
immediately concerned with the function of the myo- 
cardium, and, conversely, with the development of 
heart failure. 

The physiologic integrity of the heart muscle is 
dependent upon glucose, insulin and oxygen, and 
there exists an obligatory interdependency between 
these elements. 

Briefly stated, these data are: an adequate supply 
of oxygen must be available at all times since the 
conversion of glucose to glycogen in the heart muscle 
is dependent not only on insulin but also upon a 
free oxygen supply. The energy for muscle contrac- 
tion comes from the breaking down of phosphagen 
but the energy for the resynthesizing of phosphagen 
is derived from the breaking down of glycogen to 
lactic acid. The lactic acid 
glycogen. Thus, continued heart muscle contraction 
may be interrupted by lack of phosphagen, or deple- 
tion of muscle glycogen, and these deficiencies in 
turn result from failure in adequate supplies of oxy- 
gen and insulin. 


is reconverted into 
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The more recent studies on muscle physiology have 
supplied additional] data indicating the importance of 
an adequate supply of mineral salts; and it may be 
that experimental evidence will soon confirm the 
convincing clinical data demonstrating the funda- 
mental importance of specific organic substances, 
particularly complete proteins and some of the well- 
known vitamins. It has been shown both clinically 
and experimentally that, with a reduction in the 
coronary blood flow, it is obligatory that the con- 
centration of glucose in the blood be raised if a 
normal muscle glycogen is to be maintained. 


Clinical observation indicates that a reduction in 
the blood sugar to levels approaching the established 
normal, 100 mgms. per 100 cc., in elderly diabetics 
is occasionally productive of angina pectoris. This is 
explained on the basis of the associated coronary 
sclerosis which makes it obligatory that the blood 
sugar remain above the established normal lest a 
glycogen deficiency of the myocardium result and 
serious heart failure syndromes develop. 

A diminution of the oxygen carrying capacity of 
the blood can be well tolerated by the normal adult 
through the development of compensatory processes 
which are so evenly distributed over the body that 
the individual may carry on with a remarkable de- 
gree of physical fitness’. However, patients with 
heart disease, especially those with coronary sclerosis, 
cannot meet the demands for an increased minute 
volume of coronary blood flow necessitated by the 
anemia. 

In 19328 we reported a group of patients having 
angina pectoris accompanying pernicious anemia who 
became entirely free from all symptoms following 
adequate liver therapy. One cannot emphasize too 
strongly the importance of the effects of even slight 
degrees of anemia on the clinical course of organic 
heart disease. The work of the heart is constantly 
increased, dilatation and hypertrophy are accelerated 
and, due to the reduction of the cross sectional area 
of the coronary arteries which normally occurs with 
advancing years, threatening oxygen deficits in the 
myocardium are ever present. 

During the course of this study we have observed 
patients with heart failure illustrative of the effects 
of a deficiency state on the clinical course of organic 
heart disease. The prompt response to rest and ade- 
quate diets, and the marked reduction in heart size 
leave little doubt that B, deficiency was an impor- 
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tant factor in precipitating premature heart failure 
of the congestive type. 

Case 1—J.P. Diet deficient in complete proteins, 
protective foods, and in total calories. 

A negro man, seventy years old (age uncertain), 
entered the hospital on October 4, 1935. The history 
was vague but it indicated that the patient had be- 
come increasingly breathless over a period of several 
weeks and that for the past three weeks edema had 
increased rapidly, and was at the time of admission 
very extensive. 

Examination showed an elderly man who was 
manifestly malnourished and seriously ill. The pa- 
tient was markedly breathless, there was extreme 
distention of the neck veins, and the liver was tender 
and 7 cm. below the costal margin. The heart was 
greatly enlarged, the left border extending out to the 
anterior axillary line in the sixth interspace and 
approximately 13 cm. from the mid-sternal line. 
The first sound was lacking in muscle quality and 
there was a suggestive mid-diastolic gallop; there 
The rhythm was interrupted by 
The aortic 


were no murmurs. 
an occasional ventricular extrasystole. 
and pulmonic second sounds were equal and mod- 
erately increased in intensity and amphoric in qual- 
ity. The blood pressure was 140/100. The pe- 
ripheral vessels showed a moderate amount of arte- 
riosclerosis, not unusual for the patient’s age. The 
lungs showed dullness over both bases posteriorly 
and the physical findings of congestion indicated by 
heart failure rales. The breath sounds were distant 
over the lung margins, suggesting a moderate amount 
of pleural effusion. There was widespread body 
edema extending up to the clavicle, and the phenom- 
enon of a moderate amount of ascitic fluid. 

Laboratory Data: Blood chemical studies revealed 
a non-protein nitrogen of 41 mg.; total protein 5.3 
per cent; albumin 3.7 per cent; and globulin 1.6 per 
cent. Urinalysis: heavy trace of albumin, specific 
gravity 1.020, no casts, blood or pus. Blood count: 
hemoglobin 71 per cent; 3,800,000 red cells; 7,900 
white cells; 65 per cent polys. 

Admission Diagnosis: 


1. Cardiac hypertrophy and dilatation 

2. Arteriosclerosis 

3. Myocardial fibrosis secondary to coronary 
insufficiency 

4. Beriberi heart (subclinical avitaminosis 
B;). 


Clinical Course: Because of the tremendous 
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amount of edema, it was thought advisable to plac 
the patient on mercurial diuretics. 
salyrgan on three successive days. 1 cc., 1 1/2 cc. and 
2 cc. Within a period of four days he lost forty-five 
pounds in weight. Following salyrgan therapy the 
patient was placed on digitalis and a high caloric 
diet, rich in proteins and water soluble vitamins. His 
clinical improvement was dramatic and the patient 
(Plate 1, chart 1) 


He was given 


left the hospital symptom free. 























11-20-35 CARDIO-THORACIC RATIO 67.4% 
12- 3-35 " 54.9% 
DIFFERENCE IW " 12.5% 


CT M 
SINUS RHYTHM, RATE 100, TI AND TII DIPHASIC, 
TIII NEGATIVE. ELECTRICAL AXIS, LEFT PRE- 
PONDERANCE. 


Tot‘tel line indi-ates reduced heart size superimposed on the 
original teleroentgenogram. 


Since leaving the hospital, the patient has been 
seen at regulated intervals and he has remained free 
from symptoms although the heart remains mod- 
erately enlarged in spite of a normal blood pressure. 

It is perfectly evident that the patient had struc- 
tural disease in the cardio-vascular system, yet the 
marked change in cardiac size and rapid and sus- 
tained clinical improvement strongly suggest that sub- 
clinical beriberi precipitated congestive heart failure. 
A survey of the patient’s dietetic history prior to 
entering the hospital clearly indicates that he had 
been living for a prolonged time on a diet which 
was insufficient in calories, practically free from 
water soluble vitamins and very low in complete 
proteins. 

Case 2.—G.A.J. White male, aged sixty-five, was 
admitted on November 18, 1932, and discharged on 
December 15, 1932. 
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Chief Complaint: Breathlessness and swelling of 


- the feet and legs. 


He stated that for the past few years effort had 
induced breathlessness, but that the breathlessness 
had gradually increased in intensity up to six weeks 
ago, at which time it became so severe that it was 
necessary for him to remain in bed propped up on 
a back rest. In addition to these symptoms, he had 
been having for the past three or four weeks difficulty 
in voiding, and recently he had been getting up from 
eight to ten times every night in an effort to empty 
his bladder. 


cant. 


Otherwise, his history was not signifi- 
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GMM Urine output. 


Physical Examination: The patient was ortho- 


pneic and coughed frequently. The neck veins were 
markedly distended. The lungs were hyperresonant 
to percussion both anteriorly and posteriorly except 
over the bases where the percussion was slightly dull, 
and there were moist rales over the chest both an- 
teriorly and posteriorly extending as high as the 
third rib. The cardiac apex was in the sixth inter- 
space and extended out to the anterior axillary line; 
the left border was approximately 13 cm. from the 
mid-sternal line. Auscultation: There were no 
murmurs; the first cardiac sound was distant, but 


there was no gallop rhythm; both aortic and pul- 
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monic second sounds were slightly increased in in- 
tensity and were amphoric in quality. The pulse rate 
The 
peripheral arteries showed a moderate degree of 
thickening and the blood pressure was 135/75. The 
abdomen was distended, apparently containing a con- 


was seventy-six to the minute and regular. 


siderable amount of ascitic fluid and the liver was 
enlarged 7 cm. below the costal margin and was 
slightly tender. There was marked edema of the 
lower extremities extending up above the crest of the 
ilium. The bladder was easily palpated above the 
pubic bone and 550 cc. of urine were obtained with 
the catheter. 
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Diagnosis: 

1. Cardiac hypertrophy and dilatation 

2. Arteriosclerosis 
3. Prostatic hypertrophy 

4. Congestive heart failure. 
Course in the Hospital: The patient was placed 
in bed, limited in diet and fluid intake and given 
adequate doses of digitalis. It is significant that 
his weight began to decrease and the edema to dis- 
appear almost immedately after the beginning of 
bed rest, and before the effects of digitalis could have 
After 
reduction of edema, the patient was put on a general 


influenced the clinical course of the patient. 
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11-21-32 CARDIO-THORACIC RATIO 66,1% 

11-31-32 ® : . 53.5% 

DIFFERENCE IN . ° 12.8% 
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SINUS RHYTHM, RATE 75; TI, TII, AND TIII IS0- 
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Dotted line indicates reduced heart size superimposed on the 
original teleroentgenogram. 


diet and left the hospital apparently entirely relieved 
of all cardio-vascular symptoms. The heart had re- 
duced to approximately a normal size. (Plate 2, 
chart 2). 


In the absence of infection, an increase in blood 
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pressure, a coronary occlusion, or a disturbance of 
cardiac mechanism, one is forced to conclude that 
some factor, probably nutritional, was operating in 
the precipitation of heart failure. The very prompt 
response to therapy, and particularly the marked re- 
duction in cardiac size are similar to the clinical be- 
havior of the beriberi heart. The dietetic history was 
not conclusive, but it indicated a marked preference 
for bread, fats and sweets. 

These cases clearly indicate that a deficiency state, 
sub-clinical in degree, but sufficiently grave acting in 
conjunction with structural changes in the heart, re- 
sults in serious heart failure. Varying degrees of a 
similar clinical syndrome are not unusual in any 
general medical ward. Absolute avitaminoses are 
probably rare in this country and hence the problem 
is not important. The subclinical avitaminoses are 
undoubtedly frequent and represent a real menace to 
the physical integrity of patients having organic 
heart diseases, particularly hypertensive heart dis- 
ease and patients with coronary insufficiency. 

C. Finally, the relation of recovery from heart 
failure to an adequate diet: 

Patients suffering from vascular disease are prone 
to have gastro-intestinal symptoms, particularly 
gaseous dyspepsia and constipation caused by dis- 
turbances of intestinal tone and secretion resulting 
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from varying degrees of anoxemia of the gastro-in- 
Relief for these dis- 
tressing complaints is attempted by a reduction in 
quantity and quality of the daily ration and by the 


testinal mucosa and muscularis. 


use of purgatives. Such patients frequently live for 
vears on the border-line of a deficiency state and, 
when congestive heart failure finally occurs—which 
further interferes with food intake—a deficiency 
state promptly complicates the primary illness. 


A similar series of circumstances occurs in chronic 
valvular heart disease as failure ensues and, with 
the development of active failure, the food intake of 
a necessity is seriously reduced. 
that the food intake be reduced to the minimum re- 
quirement during the stage of active failure; however, 
the importance of the resumption of a “balanced” 


It is obligatory 


diet as soon as convalescence is under way cannot be 
too strongly recommended. 


A review of the records of a large number of pa- 
tients treated for heart failure shows that varying 
degrees of hyperproteinemia are almost universal. 
This depletion of plasma proteins not only acts 
synergistically with the increased venous pressure in 
producing a greater amount of edema, but it is at 
times the cause of irreducible heart failure and 
anasarca. Furthermore, it is a mirror reflecting the 
general deficiency state. And, finally, there is both 
clinical and experimental evidence that the removal 
of edematous transudates further depletes the tissue 
stores of vitamins, particularly those that are water 
soluble. 

These observations have prompted us to use diets 
which contain complete proteins in quantities equiva- 
lent to at least 1 gram per kilo of normal body 
weight as soon as diuresis begins. Eggs and beef- 
steak are the proteins of choice; carbohydrates in 
quantities sufficient for a diet of 20 calories per 
kilo of body weight should complete the menu. This 
diet is supplemented by the addition of the pro- 
tective foods in the form of vitamin concentrates, 


particularly vitamins B and C. 


The final dietetic regimen should be designed so 
that the patient has a completely balanced diet, yet 
with the caloric value standardized to a value to 
maintain the body weight at a level approximately 
10 per cent below the average standard body weight 


for that particular individual. 
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SUMMARY 

In the general consideration of the problem of 
nutritional deficiencies as related to heart failure in 
organic heart disease, certain fundamental facts are 
relevant. By, avitaminosis can and does produce 
fatal degrees of heart failure in young and previously 
healthy individuals. This is illustrated by the 
heart failure seen in beriberi. 

When one appreciates that the nutritional needs 
of the diseased heart are not only increased but that 
cellular metabolism is handicapped by the hy- 
pertrophy of the muscle cell and that varying degrees 
of coronary insufficiency frequently exist with a 
greater muscle mass, it becomes apparent that sub- 
clinical deficiencies may precipitate heart failure 
through the channels of increased demand and rel- 
ative insufficiency of supply. 

The cases reported appear to illustrate this clini- 
cal state. It is difficult to incriminate specific food 
factors, but the presence of hyperproteinemia in a 
large percentage of patients having congestive heart 
failure, and the marked amount of reducible enlarge- 
ment observed in a few cases points conclusively to 
a lack of complete proteins, eggs, meat and milk and 
the water soluble vitamin B,; in the daily ration. 
This is confirmed by the dietetic histories. 

It is probable that patients with hypertensive heart 
disease who have varying degrees of coronary in- 
sufficiency are the most susceptible individuals to 
dietetic deficiency, and it is this type that is so con- 
sistently advised to adopt a diet deficient in these 
elements. 

Pellagra does not affect the heart to a degree suffi- 
cient to impair its functional integrity. A study of 
a large number of pellagrins has so impressed this 
fact on us that we conclude that B,; is not concerned 
primarily with the pathogenesis of pellagra. 
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DIscussION 

Dr. P. S. SmitH, Abingdon: Food and nutrition are 
recognized as important factors in health and disease. 
It is gratifying, therefore, that those in position to make 
observations on large groups of patients are manifesting 
interest in the many phases of the subject. 

Yet we should guard ourselves against unwarranted 
enthusiasm over the role of vitamins in disease. As was 
true of focal infections, the hormones, and allergy, we 
may again permit such enthusiasm to carry us to un- 
tenable positions from which we shall have to retreat 
later to a lower but firmer ground. 

Dr. Porter’s studies in the field of nutrition are very 
interesting and helpful. While not pertinent to his theme, 
the influence of vitamin A deficiency in the development of 
“night blindness” might well have been. included in the 
list of deficiency states. This definite disease entity is 
becoming increasingly important in view of the alarming 
number of automobile accidents. Dr. Jeghers’ studies of 
this food deficiency, as reported in a recent number of the 
J. A. M. A., are significant. 


A review of our records, totaling approximately 32,500 
patients, reveals not a single case diagnosed as beriberi. 
Therefore, I am not in a position to discuss from personal 
observation its effect on the heart. Where the disease is 
endemic it is a well-recognized fact that beriberi, espe- 
cially the so-called “wet” type, is frequently directly re- 
sponsible for cardiac decompensation and sudden death. 
Such cases have been shown repeatedly to recover merely 
with rest and liberal allowances of vitamin B:. In Dr. 
Porter’s reported cases the evidence would have been 
more conclusive if the cardiac changes had been controlled 
without the use of digitalis and mercurial diuretics. 

All students in this field are emphasizing the sub- 
clinical or atypical forms of beriberi, as evidenced prin- 
cipally by otherwise unexplained polyneuritis or vague 
cardiac disorders. Our records show the usual propor- 
tion of multiple neuritis, and it seems likely that some of 
them may have been the expression of a vitamin B: de- 
ficiency not clinically proven. In addition, there are thir- 
teen cases diagnosed as “avitaminosis,” suggesting either 
multiple nutritional deficiencies or else sub-clinical types 
not definitely identifiable. 

Our records furthermore indicate that very few pa- 
tients with scurvy are referred to hospitals in South- 
western Virginia. 
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The diagnosis of pellagra has been made in seventy 
seven cases, some of which were not typical. The case 
records of these pellagrins have been reviewed with the 
result that the findings substantiate fully Dr. Porter's 
studies and conclusions that pellagra, per se, is not an 
etiological factor in cardiac disease. While these pa- 
tients were not studied routinely with orthodiagrams and 
cardiograms, their histories and physical findings show a 
relatively low incidence of organic heart disease. Of the 
seventy-seven patients only one (1.3 per cent) had evi- 
dence of decompensation, and this patient had a mitral 
valve infection presumably of long duration. Arterio- 
sclerosis was noted in the elderly patients in about the 
frequency one would expect. Tachycardia was mentioned 
as an outstanding finding in six (8 per cent) and poor qual- 
ity of the heart sounds in the same number. Systolic mur- 
murs were heard in five (6.5 per cent) ; evidences of car- 
diac enlargement in nine (11.7 per cent), principally in the 
hypertensive patients. The average age of the patients 
was 44.7 years. It is believed that the percentage of 
cardiovascular changes in these pellagrins is not in excess 
of other patients of similar age. 

Dr. Porter has emphasized the role played by chronic 
alcoholism, prolonged anorexia, vomiting and diarrhea in 
preventing ingestion or utilization of an adequate quota 
of needed vitamins, salts and calories. Patients on dia- 
betic, nephritic and other restricted diets should be in- 
sured sufficient allowances of recognized vitamins and 
complete proteins. As Dr. Porter has stated, in this coun- 
try it is the sub-clinical or atypicai types of nutritional 
deficiency diseases that are probably being overlooked by 
most of us. 


De. WaLTER B. MarTIN, Norfolk: The cases reported 
by Dr. Porter are very interesting, but I believe they may 
be susceptible to more than one interpretation. As I un- 
derstand the essayist, he advances the idea that there is a 
relationship of the heart to the nutritional state, in the 
cases reported, not unlike that which has been recognized 
in beriberi; in other words, that we are dealing with a 
vitamin deficiency as a basis of the cardiac condition. It 
is noted that in one of the cases there is a very marked 
decrease of the serum protein. The serum protein in this 
case was at or below the critical level. At this level, unless 
there is a very definite restriction of the salt intake, edema 
will develop, and in this case edema was the outstanding 
clinical sign. Was this edema due to heart failure that 
developed as a result of vitamin deficiency and the re- 
sulting low serum protein? May not the heart muscle in 
turn be affected by the general condition of edema existing 
throughout the body? We frequently encounter cases of 
cardiac failure in which the ordinary methods of rest, 
digitalization, restrictions of fluids and of salts do not re- 
sult in compensation, but which with the use of certain 
diuretic drugs and the constant elimination of the excess 
fluids may be compensated and thereafter remain com- 
pensated under proper restrictions. In other words, the 
edema itself establishes a condition in which compensation 
is difficult. It is my feeling that these cases reported fall 
in the category of edema not resulting from vitamin de- 
ficiency but dependent upon protein insufficiency. Hyper- 
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trophy may result from the edematous condition of the 
cardiac musculature similar to the general edema of the 
body. This does not affect the main lesson that may be 
learned from this presentation, namely, that a well-bal- 
anced diet and proper nutrition are very important factors 
in maintaining the cardiac efficiency of any patient. That 
is a very practical lesson, but as to the interpretation as 
to how it is brought about, I believe there is room for 
considerable difference of opinion. 

Dr. Porter, closing the discussion: Mr. Chairman, I 
am greatly indebted to Dr. Smith for his very lucid and 
complete discussion of my paper. He pointed out many 
features which appear in the manuscript but which time 
did not permit me to bring out. 

I am particularly impressed by what Dr. Martin has 
said. I am doubtful whether one is justified in con- 
cluding that cardiac enlargement is directly related to 
the presence of general edema. There is probably, in 
nutritional deficiency states such as beriberi, an intra- 
cellular edema of the heart muscle, but in the average case 
of generalized edema the size of the heart muscle is not re- 
lated specifically to an edematous state of the myocardium. 
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This is particularly well illustrated by the presence of 
hearts of a normal size in those patients who have the so- 
called nephrotic edema. 

The patients we are presenting did not have in any 
instance a reduction of the plasma proteins to the edematous 
You will note from the graphs that the albumin 
fraction, which is the important one in the control of the 
osmotic pressure of the blood, was only moderately re- 
duced. The significant fact about the cases reported in this 
study is the tremendous degree of reduction in cardiac 


level. 


size. Our experience with a large number of patients 
with heart disease has impressed us with the fact that 
any significant reduction in heart size rarely occurs even 
though the symptoms of heart failure subside promptly. 
The only cases that we have seen in whom reduction in 
cardiac enlargement has been a significant factor of the 
clinical course have been patients with arteriovenous 
fistula, anemia and in the cases under discussion, namely, 
deficiency states. I think, therefore, that one is justified 
in stating that these cases answer all of the requirements 
outlined by Wenckebach many years ago when he first 
described the clinical features of the “beriberi heart’. 





A PROGRAM FOR ADEQUATE PREVENTION AND BETTER 
TREATMENT OF MENTAL ILLNESS.* 


JosePH R. Biatock, M.D., 
Superintendent Southwestern State Hospital, 
Marion, Virginia. 


The role of the social worker in carrying out a pro- 
gram for the prevention and treatment of mental ill- 
ness is most important. In formulating a program 
one realizes fully that prevention and treatment go 
hand in hand. Prevention is a part of treatment and 
represents, when used in a wholesale manner, a more 
advanced and efficient means of combating and elimi- 
nating disease. 

For purposes of this presentation we must con- 
sider a program for prevention of mental disease 
first, and then take up the matter of a better treat- 
ment program. 

First, we take up prevention. 

The following is a practical classification of men- 
tal disease offered for the purpose of orientation. 

1. There is a large group due to organic or physi- 
cal disease. Examples are: 

Neurosyphilis; 

Residuals of birth or post-natal trauma; 

Residuals of acute brain disease, as meningitis, en- 
cephalitis ; 

Alcoholism ; 





*Read before the Virginia Welfare Council and the 
Virginia Conference of Social Work, at Richmond, May 
6, 1938. 


Drug addiction; 

Those due to overdose of various chemical or noxious 
agents; 

Those associated with disorders of the glands of in- 
ternal secretion, such as cretinism, myxedema, hy- 
per- and hypo-thyroidism; 

Also conditions due to nutritional deficiencies, such 
as pellagra; 

Brain tumors, toxic-exhaustive psychosis; 

Such definitely inherited conditions as hereditary men- 
tal deficiency, amaurotic family idiocy and Hunt- 
ington’s chorea. 


2. We have, secondly, the functional psychoses, 
more particularly dementia praecox (schizophrenia) 
and manic-depressive psychosis. No physical cause 
for these has been determined. They usually re- 
quire institutional care. 

3. Thirdly, we have the borderline group, the part 
reactions. These include the psychoneuroses, the 
behavior problems of childhood, the constitutionally 


inadequate, etc. It is this group that occupy our 


especial attention in a preventive program. 

The first group, consisting of conditions due to 
organic or physical disease, fall largely within the 
The medical man 


province of preventive medicine. 
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should be trained in the medical school to recognize, 
evaluate, and consider in his treatment the psycho- 
logical and emotional problems of the individual. 
The medical man should not neglect psychic factors; 
the psychiatrist should not neglect physical factors. 

Selective sterilization, a surgical procedure, as 
carried out in the State of Virginia, is to be heartily 
endorsed as a measure calculated to control heredi- 
tary disorders. In this, Virginia is a pioneer, stand- 
ing second to California only in this country. In 
Virginia there have been about 3,000 sterilizations 
performed, or approximately one-tenth of those in 
this country. 

Selective sterilization was recommended by the 
American Neurological Association in the following 
order (arranged roughly in the order of importance 
in which sterilization seemed indicated) : 

1. Huntington’s chorea and certain other heredi- 
tary neurological conditions; 

Feeblemindedness of the familial type; 
Dementia praecox; 

Manic-depressive psychosis; 

. Epilepsy. 

In the State Colony for the Feebleminded those 
individuals who might return to the community are 
sterilized. In the State Hospitals it is particularly 
the manic-depressive and dementia praecox patients 
who may return to the community and are apt to 
have children who constitute the bulk of the sterili- 
zations. 


mn & W PD 


There is now in progress a program of public edu- 
cation for the purpose of eradicating syphilis as far 
as possible. 10 per cent of admissions to the civil 
state hospitals have neurosyphilis either in the form 
of general paresis or of cerebral syphilis. Modern 
treatment by fever and tryparsamide enables state 
hospitals to return over 60 per cent to their homes, 
most of them restored to their previous efficiency and 
physical health. 

The second group mentioned are the functional 
psychoses, particularly dementia praecox and manic- 
depressive psychosis. They are more properly to be 
discussed under treatment in the State Hospitals. 
Hereditary factors, constitutional make-up endow- 
ment, family training, environmental stress, physical 
disease, all operate in various combinations to the 
end that certain weaker individuals temporarily or 
permanently manifest a break in their integration. 

Adolph Meyer’s definition of schizophrenia says 
essentially the same thing: “it is a congerie of be- 
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havior difficulties having the same patterns, repre- 
senting a disharmony of functioning, a progressive 
maladaptation to a load of environmental, physical 
and metabolic problems.” 

A program should embrace trained resources for 
recognizing and treating these dysfunctions. As re- 
gards heredity, sterilization and birth control help. 
Adequate medical care and preventive measures, 
though not ideal, surpass those in any other country. 

A broad application of the principles of Mental 
Hygiene is absolutely essential in a satisfactory reso- 
lution of the psychic, emotional, familial, and envi- 
ronmental factors which underlie mental disease. 

This introduces the third group, the borderline 
mental disorders; it also refers to the presumabl) 
normal, well-adjusted person. 

Through the impetus of Clifford Beers, 
National Committee for Mental Hygiene 
founded. Through its guidance and direction over 
the past two decades we have felt the beneficial 
effects of its efforts in various psychiatric and allied 
fields. The child guidance clinics, through their in- 
tensive work by social worker, psychiatrist and psy- 
chologist, have furnished a wealth of practical in- 
formation concerning pre-school and school children, 
as regards behavior and environment, superior chil- 
dren, children deficient in intellectual endowment, 
those with special disabilities, those with neurotic 
difficulties, to mention a few examples. 


the 


was 


The consideration of this aspect as such is con- 
sidered by others in this symposium. I am concerned 
here in their relation—these childhood problems in 
general—to frank mental disease. 
cases carefully studied and treated in child guidance 
clinics have been followed on up into adult life for 
the actual results and lessons learned therefrom to 
be tabulated statistically. 

Yet the incidence of these same disorders in the 
childhood history of our psychiatric patients is quite 
high. We find the following again and again in the 
past history of our mental patients: 
cord, lack of security on the part of the child, 
parental—particularly maternal—attachment, over- 
protection, poor environment, faulty habit training, 
improper guidance and placement in case of special 
disabilities, sibling rivalry, and a high incidence 
of physical illness of various kinds. 

The public should be educated in its attitude to- 
wards mental illness. The old idea that mental ill- 
ness is a disgrace is being relinquished. There is 


Too few of the 


familial dis- 
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no disgrace involved. The social worker in her 
work in the home is continually being impressed by 
psychiatric problems in the family, and presented 
usually by the children as behavior problems. It is 
the social worker’s duty to tactfully refer the prob- 
lem to a psychiatrist, who may furnish advice or 
treatment. The family and the patient, child or 
adult, should be encouraged to take an open, com- 
mon-sense attitude towards the difficulty, and urged 
to have the difficulty evaluated, understood and 
treated as they would a medical disease. 

The following incident illustrates the result of an 
objective attitude of a well-informed mother towards 
a depressed mental state in her son. After about two 
weeks of his moping about the house, disinterested, 
dejected and morose, yet holding on to his job, she 
said: ‘Tom, you’ve got to do something about this. 
If you can’t tell father or myself what is bothering 
you and making you like this, I shall have to insist 
that you see a psychiatrist and perhaps he can help 
you where we can’t.” She did not feel ashamed or 
that it was a family disgrace. She saw him as an 
individual with problems which he was failing to 
solve, and recognized that he needed the help of an 
expert in their solutions. 

So early recognition of mental illness and early 
treatment are to be heartily recommended in an ade- 
quate program for prevention and treatment. 

What is the practical application of this to the so- 
cial worker? Her training has developed her powers 
of observation, plus an objective detached attitude 
towards the psychiatric problems which she recog- 
nizes in the home, whether the child be a psychopath 
or a simple behavior problem, whether the adult be 
simply depressed, have a simple reaction to a diffi- 
cult situation or be actively psychotic and need care 
in a mental hospital. Her knowledge of the psy- 
chiatric resources of the community will enable her 
to refer the case to the proper individual or organi- 
zation—perhaps to a child welfare agency, to a child 
guidance clinic, to a juvenile court, to a general medi- 
cal man, to a psychiatrist, or to a state mental hos- 
pital. 

An adequate program for psychiatric care should 
allow provision for all these resources. Some com- 
munities provide these better than do others. The 
social worker must do her best with the resources 
at hand. 

I cannot emphasize too strongly that almost invari- 
ably we find that the symptoms and complaints of 
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our adult psychiatric patients originated in child- 
hood. Parents usually feel that they are raising 
their children in a proper manner. Through keen 
observation, the social worker will be able to detect 
a child’s difficulties while visiting the home. If so, 
by tactful conversation with the mother, she may be 
able to learn more of the child’s problem. Quite 
frequently mother, though she realizes the difficulties 
of her child, truthfully believes that the child will 
outgrow them. It is in cases such as this that a 
social worker could suggest referring the child to a 
suitable clinic or elsewhere. 

Examples of symptoms meriting attention in chil- 
dren are: temper tantrums, night terrors, bed wet- 
ting, excessive shyness, sexual precocity, nail biting, 
seclusiveness and over-dependence. 

Let us now discuss a program for treatment of 
mental disease. 

First, what is the present status of our state hos- 
pital care? We are fortunate in having had a recent 
survey of the Virginia Mental Hospitals conducted in 
1937 by the Mental Hospital Survey Committee of 
the National Committee of Mental Hygiene. 

We have about 12,000 patients with mental disease 
in the State. The State Hospitals are considerably 
over-crowded. The provisions for medical and 
nursing care are quite inadequate. Virginia would 
have to increase its present medical staff nearly four- 
fold to meet the minimum standards of 150 patients 
per assistant physician established by the American 
Psychiatric Association. The nursing personnel 
should be doubled. The per capita expenditure per 
year is $158.00 or about 43c a day. 

During 1937 the State of Virginia spent on its 
State Hospitals 2.3 per cent of its total state expen- 
diture. Massachusetts spent between 15 and 20 per 
cent of total state expenditure on its state hospitals. 
The whole of the United States spent on its mentally 
ill over 5 per cent of its total state expenditures. 

So we may say that up until recently Virginia 
ranked well down in the lower half of the States in 
the usually accepted standards of state hospital care; 
also that we are now in a state of transition in State 
Hospital care. 

The Mental Hygiene Society of Virginia was or- 
ganized a little over a year ago and in it are repre- 
sented almost every field of medicine and social wel- 
fare. Important among its initial objectives are 
aiding in the prevention and treatment of nervous 
and mental disease in the State. The program which 
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I heartily endorse, which I would have from my own 
experience considered indicated, coincides entirely 
with the recommendations and objectives of the 
State Mental Hygiene Society. 

The present State Hospital medical staffs are 
greatly overloaded. There is now only one psy- 
chiatrist to over 400 patients. If the State Hospitals 
of Virginia are to be adequately staffed there should 
be one psychiatrist to at least every 150 patients. 
Under the present situation, all that one physician 
can hope to do is to furnish the patients with brief 
initial examinations, take care of their immediate 
medical and surgical needs and see that they are 
furnished sympathetic but nevertheless largely cus- 
todial care. It does not permit the continued in- 
dividual attention and psychiatric treatment which 
would be possible if there were more physicians. It 
does not permit a careful study and evaluation of 
each patient’s particular physical and psychiatric 
problems. As a result, a great many patients are 
not able to receive certain specific types of treatment 
or medication which would be most efficacious in 
their particular instance. The present inadequate 
number of physicians does not permit an adequate 
follow-up and supervision of those patients who be- 
come well enough to leave the hospital and are 
paroled. In modern State Hospitals, one physician 
and one social worker may well devote their full 
time to seeing and taking care of the paroled patients. 
The present overloading of physicians is apt to re- 
sult in the physician losing interest in psychiatry as 

such and in his failing to have time to follow the 
literature, visit other psychiatric clinics and under- 
take research work in his particular hospital. 

There should be an increase in the number of 
qualified psychiatric nurses, psychiatric social work- 
ers and occupational therapists in the State Hospitals. 
The hospital cannot hope to center its activities and 
interests efficiently about the treatment of the patient 
without these departments being more adequately 
staffed. 

The psychiatric nurse is with the patient during 
his stay in the hospital itself. She is indispensable 
to the physican, and is the chief person in the hos- 
pital family circle who administers to the emotional 
requirements and needs of a mentally sick patient— 
one who is away from home and who must needs 
make an adjustment in the new environment. It is 
rather generally agreed that female psychiatric 
nurses on male wards work out most satisfactorily, 
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and it is surprising how well disturbed wards run 
when there is a female nurse on the wards. 

The psychiatric social worker in her work in con- 
nection with State Hospitals is invaluable; first, in 
obtaining and supplementing the history of the pa- 
tient’s past life, development of present illness and 
full understanding of the home situation. Secondly, 
because of her specific training, she is able to study 
and describe accurately to the physician the home 
situation to which the patient is to return. She is 
able to obtain suitable jobs or placements and pre- 
pare the relatives for the return of the patient, and 
enlist their cooperation. Thirdly, she, in the parole 
clinic, can follow the course of the paroled patients 
in their homes; cooperate with the physicians in 
necessary readjustments and in such supervision as 
may be necessary. As this parole system has not yet 
been worked out to this extent in the State of Vir- 
ginia, it constitutes a most important part in the 
program for the care of mental patients. 

It is my feeling that as time goes on, we may be 
able to develop a system of family care in this State. 
Such a plan has worked satisfactorily elsewhere and 
by this plan, certain approved families can board 
patients who have been in mental hospitals for a 
sum satisfactorily covering their maintenance; thus 
suitable patients can be provided a home environ- 
ment who may happen to have no home of their own 
to which to return. 

An adequate program should provide larger ap- 
propriations so that adequate food, medicine and 
special treatment procedures can be applied to pa- 
tients in the maximum number to the maximum ex- 
tent. For example, encouraging results are being 
obtained from insulin treatment, sufficiently en- 
couraging to justify its continued trial under control 
and conservative guidance. This treatment requires 
considerable expense and its administration throws 
a tremendous load on the nurses and physicians. 

An adequate program should contain two psy- 
chiatric departments and research centers in con- 
nection with the two Medical Schools. These cen- 
ters would serve as a place of instruction for medi- 
cal students so that those who go out in general prac- 
tice or into the various specialties will have a funda- 
mental and working knowledge of psychiatry and 
the principles of Mental Hygiene. These centers 
will serve as a training center for social workers and 
provide special seminars, lectures and supervised 
training in psychiatric social work. These centers 
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would contribute enormously to our need for psy- 
chiatrically trained nurses. They would furnish a 
center in which the physician in the State Hospitals 
and, perhaps later, general practitioners may come 
and take special courses. In certain other states, 
physicians in State Hospitals have worked in close 
association with these research centers in special 
study of instructive clinical and pathological ma- 
terial and through these research centers many no- 


table scientific contributions have been made. 


An adequate equipping of State Hospitals in all 
their departments should include provisions whereby 
the Hospital can serve its community not only in 
caring for those needing institutional treatment but 
by providing psychiatric clinics in various strategic 
communities. The staff should enter actively into 
the Mental Hygiene program of that section of the 
State which it is serving. In a State Hospital one 
full-time physician on the parole service with a so- 
cial worker and a psychologist plus stenographic 
help, might not only adequately follow up and super- 
vise the paroled patients from the Hospital, but con- 
duct about ten psychiatric clinics located in neigh- 
boring towns. 


It is felt that every forward-looking citizen earn- 
estly desires that a State Hospital system be eventu- 
ally aftained which would realize all these goals, yet 
it is nevertheless difficult to see how such a desirable 
state can be attained without provisions for a cen- 
tral organization, a well-organized State Department 
of Mental Hygiene headed by a trained psychiatrist. 
Perhaps the most important of all the suggestions 
endorsed by the Mental Hygiene Society of Virginia 
is the recommendation that such a department be 
provided. Should this come about, the next few 
years, say five years, would be largely taken up with 
making uniform present practices and procedures in 
the State Hospitals. Certain additions to the various 
hospital departments will be needed before much 
activity can be directed towards extra-mural activi- 
By this I mean that we are not now doing 
nearly as much in the adequate study and treatment 


ties. 


of our patients as we would if we were more ade- 
quately staffed. 

The following, briefly, should be represented in 
the organization of the medical portion of the ade- 
quate State Hospital: 


Assistant Superintendent, Clinical } 


Director and Assistant Physicians, { One to 150 patients. 
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Psychiatric social workers, 

Pharmacist, 

Pathologist, 

Surgeon, 
Internist, 

Consultation Staff 4 Eye, ear, nose and throat man, 

Roentgenologist, 

Neurologist. 

Dietitian, 

Superintendent of Nurses, 

Nursing Supervisors, 

Trained Nurses in charge of Wards, particularly medical 
and surgical unit, reception service, acute medical wards, 
infirmary, tuberculosis pavilion. 

Ratio of nurses and attendants to patients of one to eight. 
It is now nearly twice this much. 

Trained attendants. 

Occupational therapy department. 


In general, we have one-half as many physicians 


and attendants. as we should have. A program 
should endeavor to supply the recommended number 
in four biennium periods, or in eight years. One 
physician per year should be added in the smallest 
of the State Hospitals with nearly 1300 patients, 
two per year in the largest, namely, Central State 
Hospital. 

The heads of the various key departments should 
be filled now. 
worker, superintendent of nurses, dietitian, and oc- 


This refers to psychiatric social 


cupational therapist. 

In conclusion, a program for adequate prevention 
and treatment of mental illness in this State should 
be under the guidance of a central suitably qualified 
head. 
under his direct control, some in cooperation with 


In preventive work, some activities would be 


other groups, for instance, the Department of Public 
Welfare, the Schools, the Public Health Service, and 
the Courts. 

In the treatment of frank, outspoken mental ill- 
ness needing institutional care, the State Hospitals 
and Institutions for the Feebleminded should be 
provided with personnel suitably trained and in suf- 
ficient numbers to provide adequate treatment for 
all patients. 

In this treatment of the mentally ill in State Hos- 
Under him, a 


pitals, a central head is essential. 
co-ordinated and planned program of adequate ex- 
pansion and improvement at all Hospitals can be 


Meanwhile, and certainly within a few 
years, the State Hospitals should by all means be 
enabled to extend their activities more and more into 
the mental health problems of the community. 


attained. 
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THE CARE OF INFANTS WITH ALLERGIC ECZEMA.* 


[ August, 


W. Amsrose McGez, M.D., 
Richmond, Virginia. 


The most prevalent skin disorder of infants is 
eczema. There are several types of so-called eczema, 
but the majority appear to be allergic or atopic in 
nature. Physicians have to a certain extent realized 
that, but have felt that the use of evaporated milk 
or the reduction of the fat content in the formula 
plus the employment locally of soothing ointments 
or X-ray therapy is all that is needed. A few of the 
infants with slight eczema might respond with such 
care, but unfortunately those with modern or severe 
allergic eczema continue to have that disorder until 
a year or two of age or in a few instances for many 
more years. Until recently it was not generally re- 
alized that such a large per cent of infants with al- 
lergic eczema of all grades subsequently developed 
asthma. With such an undesirable future staring us 
in the face, it behooves us not only to attempt to 
overcome the local lesion, but to remove the under- 
lying cause. Such a search requires much detailed 
work and complete cooperation of parents. 

When confronted with an infant who has eczema, 
in addition to the usual pediatric history, physical 
examination and routine laboratory tests, a longer 
and more detailed history of the past and present 
should be taken. Outstanding points of interest in 
the history are date of onset and location of eczema, 
consistency of rash, formula changes, time and man- 
ner in which foods were introduced, influence of tem- 
perature and environment. Other associated aller- 
gic symptoms are sneezing, itching, wheezing, cough- 
ing, colic, croup, vomiting, head colds, mucus in 
stools, markedly constipated stools, type and fre- 
quency of stools, association with animal pets, type 
of face power and insect spray used, seasonal change, 
immunizing agents and sera injected, type of sur- 
roundings, the kind of pillow and mattress used, and 
rugs, curtains, and toys in household. When some 
suggestive information is found, a further search is 
to be considered along those lines. It is, of course, 
to be remembered that heredity plays a large part 

in allergic eczema. 


At times it is difficult to get optimum information 
from direct skin scratches or intracutaneous tests 





*Read before the sixty-eighth session of the Medical So- 
ciety of Virginia at Roanoke, Va., October 12-14, 1937. 





on eczematous skins. This is likewise true among 
those who have frequent attacks of urticaria and 
angioneurotic edema and among individuals who 
have dermographia or some peculiar shade of skin. 
Owing to the constant struggle of testing an infant 
with cutaneous tests and worse still with many intra- 
cutaneous ones it is frequently better not to attempt 
direct skin tests. Fortunately, equally as reliable or 
even better information can be obtained by trans- 
ferring the serum of an infant with allergic eczema 
to another person! (preferably a non-allergic adult). 
The serum is injected intracutaneously in amounts of 
.05-.1 cc. into the outer arm of the non-allergic in- 
dividual. The wheal thus formed is outlined with 
ink. After an interval of two or three days, ten to 
twenty of these areas are tested daily. The allergic 
solutions are injected intradermally in an outlined 
area as well as outside of it. In this manner each 
substance injected has a control. If the local re- 
action is larger in the outlined area than outside 
of it, it indicates skin sensitivity of that substance. 
In this manner we obtain a list of the foods and in- 
halants to which eczematous infants are shown skin 
sensitive. The infant is taken off those foods and 
so far as possible and practical, inhalant substances 
are removed. In some instances the eczematous one 
is hyposensitized by injections of the group of in- 
halants to which he was shown to be skin sensitive. 

It is, of course, realized that positive skin tests do 
not necessarily indicate present trouble; they may 
indicate past or future sensitivity and at times they 
appear to be in no way connected with the case in 
question. All positive skin tests should be correlated 
clinically. Such correlation can be accomplished by 
removing from the diet all foods to which definite 
positive skin tests were obtained; then, within a few 
weeks or months after the allergic patient appears 
symptom free, reintroduce one new food every three 
days. If no unfavorable reaction develops within 
three days, that food can probably be taken once or 
twice a week. 

While there are arguments pro and con concerning 
cutaneous and intracutaneous testing, I feel that 
from a comparison of both the latter are far 
more reliable, especially. so among eczematous in- 
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fants in which passive transfer tests were done. An- 
other contended point is the value of elimination diets 
as advocated by Rowe*. In as much as it often takes 
several weeks for an eczematous area to clear up after 
one or more allergic foods are removed from the 
diet, we can readily see the task we are up against 
and the improbability of optimum result being ob- 
tained from such a diet. Where one is unable to get 
the advantage of a detailed and complete allergic 
study in which intracutaneous tests are used (especi- 
ally in passive transfer areas), one is justified in 
attempting elimination diets. It should be borne in 


mind that intracutaneous tests in untrained hands 
are not devoid of danger. 

The majority of cases with allergic eczema are 
primarily due to food sensitivity, but many have an 


additional factor, namely, inhalant substances. 
Those foods which are perhaps most frequent etio- 
logical factors for infants with eczema are milk, eggs, 
wheat, tomato, apple, orange juice, pineapple juice, 
beans, peas, potato, and fish oils. Those inhalants 
that give the most trouble are chicken and goose 
feathers, cat and dog hair, and kapok. Occasion- 
ally we see an infant with pollen eczema. It is fre- 
quently noted that food substances which have never 
been in an infant’s diet, as eggs, are often factors. 
Ratner® has shown that infants become sensitive to 
foods in utero, and Talbott and Shannon® have 
demonstrated passage for foreign protein substance 
through breast milk. It is also possible that milk 
sensitivity produces some immunological change in 
the skin and therefore renders it more susceptible to 
any protein substance. If the child is sensitive to 
any protein in the mother’s milk it is not necessary 
in most instances to remove him from the breast, as 
information can be derived from the history and 
direct or indirect food tests to find the offending 
foods. By elimination of those positive reaction 
foods from the mother’s diet, the baby’s allergic ec- 
zema usually clears up. 

It is to be remembered that when giving instruc- 
tions for substances to be avoided either in the diet 
or environment, we should thoroughly acquaint the 
parents with the common sources of such, in order 
that they may more intelligently avoid them or con- 
tact with them. Experience has shown that it is not 
without danger to attempt smallpox vaccination with 
infants who have atopic eczema. 

In order to get the optimum results and to avoid 
future allergic tendences, especially asthma, it is 
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necessary in the majority of cases of allergic eczema 
to conduct a most thorough investigation. Such a 
study represents a detailed history, in addition to 
routine pediatric questions, the usual physical and 
laboratory procedures, plus a nasal smear in many 
instances and a larger number of direct or preferably 
indirect skin tests. The intracutaneous tests in pas- 
sively transferred serum give the most information. 
Simply to care for a child with infantile .allergic 
eczema by frequent formula change or soothing oint- 
ments or X-ray therapy may eliminate or reduce the 
present eczema, but in such instances no attempt is 
made to remove the cause or prevent future allergic 
manifestations. Soothing ointments are indicated 
while attempting to find the cause or causes. Where 
milk sensitivity is a factor milk substitutes should be 
used. In most instances inhalant substances as well 
as foods are primary or important factors. In such 
cases hypo- or desensitization is at times imperative. 
We must remember to treat the child who has the al- 
lergic eczema and not simply the eczema. 
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DISCUSSION 

Dr. J. M. BisHop, Roanoke: I want to demonstrate two 
cases that I have picked up in the last month. I tried to 
get a colored moving picture of these two, which demon- 
strates very nicely a generalized dermatitis. It is what 
we all call eczema when we see it. 

The first case I saw at three and one-half weeks of 
age. The child had persistent projectile vomiting. You 
can see the scar from the pyloric operation. It is my 
first experience with congenital pyloric stenosis in a female. 
The usual ratio is about two males to one female, but from 
my personal experience is eighteen to one. This child 
had a primary scabies skin lesion. It was very much 
neglected and later the rash was suggestive of iodism or 
bromism type of rash. The second case is more of the 
seborrheic type with an impetiginous cradle-cap. 
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I wished to show this picture because it demonstrates 
two very severe generalized rashes, neither one of which 
comes under the heading of Dr. McGee’s paper. 

On: the question of allergic skin diseases there is room 
for considerable argument. The so-called scratch test, in 
my experience, is absolutely useless. For instance, in either 
one of these children it would have been impossible to 
find a place to make the test. The passive transfer intra- 
dermal tests are very frequently of value and help in 
working up the case. 

There are several theories that enter into the discussion, 
and I do not know whether it is advisable to attempt to 
go into them. It is generally recognized that if the mother 
is allergic the antibodies may pass through the placenta; 
also, if the mother takes an excess of one type of protein 
the antigen passes to the fetus, and after birth the infant 
develops his antibodies and thereafter is sensitive to this 
protein. In addition to proteins passing through the 
placenta, the unsplit proteins pass through the mucosa of 
the digestive tract. This is most marked during the neo- 
natal period. In other words, in the first forty-eight 
hours of life I think it is inadvisable to give cow’s milk 
to an infant as it has been demonstrated that unsplit pro- 
teins enter into the circulation. It has also been demon- 
strated that the first time a child takes cow’s milk some 
unsplit proteins get into the circulation and that the child 
will temporarily show a positive intradermal test to the 
milk protein. This is a normal, everyday occurrence. As 
the child continues on with the milk he will develop im- 
munity and the positive skin test disappears. The same 
thing happens in the so-called atopic or allergic individual, 
except that he does not straighten out and develop immu- 
nity later. The majority of infants four or five months of 
age that are sensitive to any one thing are usually sensitive 
to several. Egg white seems to be one of the offenders 
in almost 100 per cent of the cases. I saw a child some 
months ago, at five months of age, which the mother had 
given, for the first time, she said, a taste of soft egg, 
including the yolk and the white. Within thirty minutes 
the child was in shock, and it later developed angio- 
neurotic edema and a generalized dermatitis. 

The history is extremely important. The only case of 
eczema I have seen due to cod-liver oil developed a few 
weeks after beginning cod-liver oil. 

If the eczema of an allergic infant can be reasonably 
controlled, immunity develops and there is less danger of 
asthma or some other form of allergic manifestation in 
later life. 

Dr. WYNDHAM B. BLANTON, Richmond: At the Medical 
College of Virginia cases of this character are referred to 
the Immunology Clinic. In our experience, food is usually 
the cause of this type of skin disease. On the surface it 
would appear a very simple problem,—much more simple 
than in the adult, for the reason that the individual is much 
more corrigible and the diet is much more easily limited. 
But, after all, it is not so simple, because of the difficulty 
of making the tests, the difficulty of trial diets and the 
difficulty of carrying them out. Although I agree with the 
essayist’s view that an allergic child may in later life 
become asthmatic, on the other hand it must be remembered 
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that very many of these children spontaneously get wel! 
of their eczema if you do nothing about it. I think that 
is common experience. In spite of what we do, or if we 
do nothing, they still grow up to be healthy adults. 

Dr. FRANK D. Witson, Norfolk: There are two ques- 
tions I should like to ask Dr. McGee. First, does oatmeal! 
often enter into the cause of skin eruptions in young chil- 
dren? I have occasionally seen children with a severe 
generalized eruption recover within ten days by simply tak- 
ing oatmeal from the mothers’ diet. In the second place, 
does not house mold play a very considerable part in dust 
allergy? 

Dr. McGee: I appreciate the discussion. I was glad 
Dr. Bishop showed the other types of so-called eczema that 
are apparently not allergic eczema. 
tunately, too frequently, and sometimes it is very hard to 
tell with what we are dealing. But by looking constantly 
for the cause we are able to differentiate them. I never 
did feel that milk crust or cradle-cap or whatever you 
want to call it was eczema. I think it is seborrhea—what- 
ever that is. 


We see those, unfor- 


Don’t think we go around testing everyone. I had an 
infant that was three months old. During that time it 
had milk, had orange juice, had fish oil. Then, at three 
months, it developed eczema. I questioned the mother 
carefully and found that the child had had it for about 
ten days. I questioned the mother carefully again and 
learned that chocolate and strawberries were the things 
the mother had added to her diet. She eliminated those, 
and the child got well. Later it had another attack, and 
I found that the mother had eaten cucumbers. She elimi- 
nated those from her diet, and the child got well. There 
is no question that the history is very important. 

As to the reaction from egg, sometimes there is a terrific 
reaction from egg. Sometimes a mother will eat egg 
and then kiss the child, and the child will develop a 
severe reaction around the mouth from egg. 

It is much easier, as Dr. Blanton said, to control the 
diet in children than in adults, who say: “Well, I enjoy 
this; I will eat it once in a while.” 


As to Dr. Wilson’s question about oatmeal, I think oat- 
meal is one of the least offensive of the cereals. Barley 
and corn are by far the worst offenders. Incidentally, an 
allergic individual should never be given mixed cereal 
with which to begin. 

As to Dr. Wilson’s question about house mold, I do 
not believe that house mold is a very important factor. 

Dr. J. C. Fiippin, University: Dr. McGee was em- 
phasizing the importance of the treatment of these chil- 
dren in after life. How do you prevent the child with an 
allergic history from becoming an allergic adult? 

Dr. McGee, closing the discussion: That is a right big 
order, Dr. Flippin. If we can eliminate these main factors 
early in life, such as milk and eggs, we realize that many 
of them will not develop tolerance later—not always, of 
course. But if you can eliminate the major factors, the 
others will take care of themselves. You might say the 
scar is forming, and the less scar that forms the less the 
potential danger. 
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As to milk, if you have a child who apparently is sen- 
sitive to milk, don’t hesitate to use a milk substitute. We 
know that the whey is the most important factor in causing 
these allergic eczemas, and you can eliminate the whey by 
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If the casein is the factor, you have to stop 
You can- 


boiling. 
milk, because you cannot get rid of the casein. 
not get rid of it by using evaporated milk, as the commer- 
cial houses try to make you think. 





DETERMINATION OF URINARY EXCRETION OF VITAMIN C 
(ASCORBIC ACID).* 


Tuomas D. WALKER, Jr., M.D., 


Newport News, Virginia 


There has been much fetishism about vitamins 
but this is giving way to a more rational under- 


standing and use of these food substances. These 
food substances were originally called “accessory 


food factors’ but they have been found to be so 
necessary in the diet that the word essential has been 
substituted for the word accessory. 

There is justification for placing vitamins as a 
whole in a functional group of nutrients but the 
objection to this is that specific pathology, the re- 
sult of specific inadequacies in the diet, may be 
overlooked. 

At the present time interest is directed toward 
determining the specific effect upon the body of a 
specific vitamin, e.g., anti-toxic and anti-infective 
powers; haematopoietic stimulation; mineral metab- 
olism; intestinal dysfunction; and the effect upon 
nutrition. The most promising aspect of this situa- 
tion is the headway being made in clinical and labo- 
ratory tests and improved clinical criteria by which 
border-line cases of deficiency disease may be recog- 
nized. There is no doubt but that a large part of 
our population is in the border-line group. 

Economic status, diet fads, the presence of dis- 
ease, ignorance about foods and the body require- 
ments, even by the intelligent, all operate to the 
end that many individuals exist on suboptimal diets. 
Lord Kelvin has said ‘“‘“When you can measure what 
you are speaking about and express it in numbers, 
you know something about it, but when you cannot 
measure it, when you cannot express it in numbers, 
your knowledge is of a vague and unsatisfactory 
kind.” 
min C and express its quantitative existence in the 
body in numbers, its effect upon metabolism has been 
more definitely studied and more satisfactorily under- 
stood. 


Since it has been possible to measure vita- 


In 1932 King and Waugh isolated a crystalline 
substance from lemon juice which possessed anti- 
The chemical structure of this 
In this country 


scorbutic powers. 
substance proved to be vitamin C. 
it was given the name cevitamic acid and in Europe 
ascorbic acid. Even before the isolation of this vita- 
min from lemon juice Clark and his associates had 
used a dye, dichlor-phenol-indo-phenol to differ- 
entiate synthetic from natural fruit juices. After 
vitamin C was isolated in pure form there was given 
to clinicians a laboratory test for the quantitative 
study of its presence in the body by the use of this 
dye. 

The quantity of this vitamin in the body de- 
pends upon intake and therefore varies; optimal, 
sub-optimal and clinical. The urinary excretion, 
being dependent upon intake, also varies, ranging 
from zero to several hundred mgm. daily, the aver- 
age being ten to thirty mgm. Van Eckelen and as- 
sociates and Johnson and Zilva say that optimal 
ascorbic acid supply can be maintained by some fifty 
mgm. per day. When more than that amount is 
consumed seventy to eighty per cent is excreted in 
the urine within eight hours. A table* by Fellows 
gives the amount of fruit and food necessary to 
supply 0.5 mgm. ascorbic acid: 


Fresh Orange Juice __________- 1.2 Grams 
Frozen Orange Juice ~---__~_~- ie 
Canned Orange Juice _____- eee a 6|C* 
Fresh. Grapetroit Juice ...-........ 15 * 
Canned Grapefruit Juice ~___- ae S 
Canned Pineapple Juice _-_----_--_-__ 8.0 “ 
Canned Tomato Juice ~........__--- is 
Freeh Sweet Cidet ......- iy SC 
PERO I oe ee nn 
Canned Tomatoes -------~_ Lacan 
Canned ‘Tomate Soup _.............. $4 “ 
ONE GO Sie Siena stipe cet $60C* 
RNR TNE ocean es 4.6 “ 





*Read before the sixty-eighth annual session of the 
Medical Society of Virginia, at Roanoke, Va., October 
12-14, 1937. 





*From “The Avitaminosis,” by Walter H. Eddy, Ph.D., 
and Gilbert Dalldorf, M.D., The Williams and Wilkins 
Company, Baltimore, Md. 
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Canned Peas 

Fresh Asparagus (Green) 
Frozen Asparagus (Green) 
Canned Asparagus (Green) 
Cooked Fresh Spinach 

Canned Spinach 

Cooked Snap Beans 

Canned Snap Beans 

Fresh Pineapple 

RN IR 5 ee nica ee 3.5-25 
Baked Apples 

Apple Sauce 

Canned Apple Sauce 

Fresh or Frozen Strawberries 
Fresh Blueberries 

Fresh Cherries 

Fresh Bartlett Pears 
Cranberries 

Cranberry Sauce 


PATHOGENESIS 


Pathological changes which take place as the 
result of an inadequate supply of vitamin C usually 
develop insidiously. The most frequent pathologi- 
cal change takes place in the blood vessels. The 
endothelial cells lining the blood vessels fail to form 
sufficient cement substance, the vessels become weak 
and bleeding results. This may vary from petechiae 
to huge extravasations. The petechial hemorrhages 
in the skin occur about the hair follicles, sweat 
glands and skin lesions while the large extravasa- 
tions follow fascial planes. 

Bleeding, the result of an insufficient amount of 
this vitamin in the diet, may manifest itself in vari- 
ous ways; in the new-born, uterine, intestinal, in 
some cases of dysentery, purpura hemorrhagica, etc. 

Gingivitis in the child with swollen, bleeding gums 
and in the adult with retracted, infected gums and 
foul breath, is often due to the same cause. A 
secondary anemia is often the result of sub-optimal 
scurvy and this type of anemia does not respond to 
iron but does improve and reticulocytes are stimu- 
lated by the giving of vitamin C. 

Another manifestation of an insufficient supply 
of vitamin C is disturbed mineral metabolism. This 
is seen by improperly formed teeth, decayed teeth 
and the “Trummerfeld Zone” at the end of long 
bones in children and by osteoporosis in adults. The 
cortical bone change in scurvy and senility are simi- 
lar in that there is rarefaction and fracture may 
easily occur with delayed healing. 

Another evidence of vitamin C depletion is 
changes in the muscle. This muscle soreness or 
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pain may be mistaken for rheumatism. Weakness 
which is often associated with vitamin depletion is 
thought by some to be due to this muscle involvement. 

The nervous system is likewise frequently in- 
volved and palpitation, paresthesia, anesthesia have 
been reported. 

There has been the attempt to define a specific role 
to vitamin C as well as to other vitamins as to the 
part they play in increasing the resistance to in- 
fection. Mellanby first applied the term anti-in- 
fective to vitamin A several years ago and since that 
time there has been much criticism of the term. Cer- 
tainly it is accepted that individuals on a deficient 
dietary are more susceptible to infection than in- 
dividuals on an optimal diet. The results of study, 
however, tend to show that resistance to infection is 
caused by constitutional changes in the body when 
taking a normal diet rather than to a specific effect 
of the vitamins on bacteria or the production of anti- 
toxic substances. 


METHOop oF StuDy 

Urinary studies are less technical and more prac- 
tical, although more variable than blood studies. 

Much has been said about the reducing substances 
in the urine, e.g., cystin, glutathione, thiosulfate, 
glutamic acid and other sugar decomposition prod- 
ucts interfering with the urinary determination of 
vitamin C. Dalldorf says that ‘None of these sub- 
stances occurs in sufficient amounts to interfere seri- 
ously with determination of urinary vitamin C and 
the tendency has been to disregard them.” 

Urinary determinations should be done soon after 
voiding or the urine acidified with 10 per cent by vol- 
ume of glacial acetic acid, placed in the ice box and 
examined within six to eight hours. The indophenol 
solution should be fresh and not used when more 
than three days old. The titration should be done 
quickly, not consuming more than two or three 
minutes. 

One indophenol tablet is dissolved in 50 cc. of 
distilled water, 20 cc. of urine is placed in a flask 
and acidified with 2 cc. of glacial acetic acid. The 
indophenol solution is then added to the urine either 
from a buret or pipette calibrated in 0.1 cc. until the 
urine -turns slightly pink. The pink color should 
persist for at least thirty seconds. The vitamin C 
content of the urine is then calculated as follows: 

Each cc. of the indicator equals .02 mgm. of as- 
corbic acid. If 10 cc. of the indicator was used in 
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titrating 20 cc. of urine, the ascorbic acid content of 
the urine would be ten times .02 mgm, or 0.2 mgm. 
The ascorbic acid content of 100 cc. of urine would 
be five times .2 mgm. or 1.0 mgm. 

If the procedure is reversed and the urine is run 
into the dye, the end point of discoloration is more 
easily determined. Dissolve one tablet in 100 cc. 
of distilled water. Place 10 cc. of this solution in 
a flask, add one or two drops of glacial acetic acid 
until the blue color changes to pink. Titrate the 
urine into the dye solution until the pink color is 
just discharged and the solution is colorless. Record 
the number of cc. of urine used. The ascorbic acid 
content of 100 cc. of urine will be ten (the quantity 
of dve used) divided by the number of cc. of urine 
required to discolor the dye solution: ; 


0 
Neo = mgm. 
ascorbic acid. 


CasE HIsTORIES 

Case 1. M.D., age five years. One year ago she 
had asthma and her diet was restricted. This re- 
stricted diet was continued without consulting her 
doctor. She had not been taking any of the citrus 
fruits nor tomato juice. She came because of red, 
dry, scaly hands and feet. A diagnosis of acrodynia 
was made. 

Laboratory studies revealed 9,400 white blood 
cells and 4,050,000 red cells per cmm. The hgb. 
was 62 per cent. 

The urine showed no albumin or sugar and the 
urinary vitamin C was 5 mgm. per 100 cc. 

Treatment consisted of increasing the diet with 
the addition of seven ounces of orange juice daily 
which supplied approximately 100 mgm. of ascorbic 
acid and 10 drops of Oleum Percomorphum 50 per 
cent which supplied approximatey 40,000 units of 
vitamin C. 

The urinary ascorbic acid increased to 5 mgm. 
per 100 cc. of urine. Improvement has been con- 
tinuous. 

Case 2. R.F., age fourteen months. Allergic, 
was put on Sobee and mother did not return for diet 
supervision. Child had no citrus fruits nor tomato 
juice. After several months the patient returned 
because of pain in the right leg, bleeding gums, 
hemorrhage in left upper eye lid, and was unable to 
open eyes. 

White blood cells 10,300, red blood cells 4,000,000, 
hgb. 60 per cent. An X-ray showed hemorrhage at 
lower end of right femur. 
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Urine was negative for albumin and sugar, ascor- 
bic acid content 6 mgm. per 100 cc. 

Treatment consisted of giving 200 mgm. of 
cevitamic acid tablets daily. Forty-eight hours after 
beginning cevitamic acid, the urinary ascorbic acid 
had risen to 2 mgm. per 100 cc. and the child felt 
much better. 

Two ounces of orange juice was added to the diet 
daily and four days later the urinary ascorbic acid 
had risen to 10 mgm. per 100 cc. Pain in leg dis- 
appeared, swelling in eye subsided, and improve- 
ment continued. 

Case 3. B.J., age fifteen months. Very restless 
at night, sleeps on all-fours. Was getting an exces- 
sive starchy diet and had not had citrus fruits or 
tomato juice for many months. 

White blood count was 7,400, red blood count 
3,840,000, hgb. 55 per cent. Urine negative for al- 
bumin and sugar, ascorbic acid content 1 mgm. per 
100 cc. Treatment consisted of decreasing starch 


in the diet giving more fruits and vegetables with 
the addition of 200 mgm. of cevitamic acid daily. 
Urinary ascorbic acid rose to 10 mgm. per 100 cc. 
The increase of red cells and hgb. was more rapid 
The night terrors 


than usual on a vegetable diet. 
disappeared. 

The rapid improvement cannot be attributed solely 
to the addition of cevitamic acid, but the rapid im- 
provement of the blood and the relief of nervous 
symptoms are significant. 

Case 4. B.M., age six years. Underweight, hair 
and skin dry, teeth decayed. White blood cells 
9,200, red blood cells 3,742,000, hgb. 52 per cent. 
The diet consisted largely of starches and vegetables, 
no milk, citrus fruits, tomato juice nor cod liver oil. 

Milk was added to the diet, starches reduced and 
two ounces of orange juice and iron were given daily. 
There was some improvement but the urinary ascor- 
bic acid remained low, .2 mgm. per 100 cc. The 
orange juice was increased to eight ounces a day. 
The vitamin C in the urine rose to 8 mgm. per 100 cc. 
There was a marked improvement in the anemia with 
reticulocytic stimulation. 


CONCLUSION 
There is no desire to stress the importance of 
vitamin C more than other food requirements. It 
lends itself to study more definitely than some of the 
other essential nutrients, therefore its effect upon 
the body has been more closely observed. The few 
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cases reported are representative of a larger group. 

The urinary determination of vitamin C is not a 
specific test for any disease but is a test for body 
saturation. 

Individual requirements vary greatly and there is 
at least presumptive evidence that the amount of 
orange juice given at the present time is not suffi- 
cient for optimal nutrition. 

Vitamin C decreases in the urine in acute infec- 
tions and in many morbid states. This would indi- 
cate that larger amounts than normal should be 
given during illness. 

With our present knowledge it is impossible to say 
when one zone merges into another but there is sus- 
picion that there is a disturbance of metabolism when 
less than 10 mgm. of vitamin C is excreted daily. 

It has been suggested that our theories concerning 
the hemorrhagic diathesis should be re-examined in 
the light of the newer work on vitamin C. 
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Medical Arts Building. 


Discussion 


Dr. FRANK D. Witson, Norfolk: It is very difficult not 
to get too enthusiastic about the treatment of scurvy with 
ascorbic acid. One who has seen scurvy treated with 
orange juice feels that it is rarely necessary to use any- 
thing but orange juice. Recently I had a case come in 
with pseudo-paralysis. I was very much afraid the child 
had had infantile paralysis. It was very sensitive to touch 
and cried when one attempted to move it. The gums were 
bleeding. I found the child was being fed on evaporated 
milk and was being given canned vegetables of one of the 
very popular brands for babies. It was receiving no fresh 
vegetables and no fresh fruits. I thought it a good oppor- 
tunity to find out what orange juice would do and told 
the mother to give her one ounce of orange juice daily. 
The mother asked if I were not going to give some medi- 
cine, and I said no medicine was necessary. I told her 
to give the child an ounce of orange juice daily and 
bring it back in seven days. They returned on the sixth 
day, because the mother found it would be impossible to 
come on the seventh day. The child, from a cranky, 
irritable, listless child, was happy and ran about and 
played. , It was hard to realize that such a change could 
be made simply by the use of orange juice. 

In small babies it is not always possible to get a twenty- 
four-hour specimen of urine. Therefore one could use the 
method used by Abt and Epstein. They took blood, de- 
proteinized it, then titrated it against an indicator. In 
those cases where the urine cannot be obtained one might 
use this method. 

I am glad Dr. Walker called our attention to this sub- 
ject, because it is a very important one. 

Dr. Wacker, closing the discussion: Dr. Wilson’s 
thoughts, of course, are well taken. In the case he described 
certainly no urinary test was necessary for the clinical 
manifestations were self-evident. My thought is directed 
toward the large group of children and adults as well, 
that have no clinical evidence of avitaminosis. 

I am not a fanatic about vitamin C or any of the 
vitamins but I am convinced that the majority of individ- 
uals, both children and adults, get insufficient vitamins. 

The urinary determination of vitamin C is another 
helpful step which will aid us in trying to find out a 
little more about our patient. 
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COLIC (GASTRO-ENTEROSPASM). 


W. Evucene Ketter, M. D., F. A. A. P., 


Kinston, North Carolina. 


Definition: Colic, or gastro-enterospasm, in 
young infants is a painful disturbance of intestinal 
motility, without anatomical abnormality, in which 
excess gas cannot be expelled normally through the 
anus. 

Frequency: Of two-hundred-seventy-five office 
patients seen during the first four months of life, 
sixty-one had colic severe enough to require special 
treatment. The incidence was about 22 per 
cent. The lower the age limit is placed, the higher 
the incidence becomes. An accurate record of resi- 
dential practice probably would reveal a much higher 
incidence. 

Etiology: 
variably associated with excess gas in the intestinal 


Colic, or gastro-enterospasm, is in- 


tract. The expression “excess gas” is used advisedly. 
Sometimes there is so much gas the mother can hear 
borborygmus in the baby. At other times even a small 
bubble will cause very severe pain. Actually we 
do not know just how much gas should be considered 
normal in any particular case, or how to measure it. 
Older infants and children may have a large amount 
of intestinal gas without any apparent discomfort. 
It is not the gas, per se, which causes the pain, but 
the reaction of the bowel to the gas. Perhaps it is 
more correct to attribute it to the degree of tension 
or pressure under which the gas occurs. 

It is conceivable that older children may become 
“conditioned” to the sensation of gas in the intestinal 
tract. The young infant seems to have a lower 
“threshold” to such pain. 

The average adult ignores slight gas pains which 
to the infant may be very vivid and intense. It is 
possible that in the process of our mental develop- 
ment we suppress certain visceral sensations which 
to the newborn are violent. 

Just why excess gas is not expelled is problemati- 
cal. Clinical observation indicates that sphincter 
relaxation does not follow the peristaltic waves with 
frequency enough to allow its escape. Peristaltic 
activity is great and the baby makes expulsive ef- 
forts with tremendous abdominal tension, but ap- 
parently against a very tight sphincter. This is 
true even in the absence of any demonstrable abnor- 


mality of the sphincter. Colic-like symptoms and 


a peculiar form of diarrhea are seen with anal fis- 
sures, but this condition is distinct from the clinical 
entity which we refer to as colic or gastro-entero- 
spasm. 

The causes of excess gas in the intestinal tract may 
be classified as nutritional, mechanical, emotional, 
environmental, and adaptive, or physiological. 

The most important nutritional factor is that the 
infant be fed enough. The attitude of many leading 
pediatricians is that colic is merely a manifestation 
of hunger. However, this is not strictly true since 
many colicky babies are well fed and gaining rapid- 
ly. Also, many times attacks of severe colic will 
Again, 
refusal of the bottle or breast is one of the cardinal 


follow immediately or soon after a feeding. 
symptoms of colic. A colicky baby is most difficult 
to persuade to nurse, either bottle or breast. 
Hunger causes increased peristaltic activity which 
may by itself increase tension on intestinal gas, al- 
On the 
other hand, air swallowing is much greater in a 
hungry baby who sucks his fists. In the normal adult 


ready present, and cause the pain of colic. 


swallowed air accounts for 70 per cent of the intesti- 
nal gas,® and in the infant air swallowing seems 
to be a much greater factor. 

A nutritional factor of equal importance is the 
amount of undigestible, unabsorbable residue which 
is left in the feces. Mother’s milk has very little of 
this, while cow’s milk leaves a high residue of cal- 
cium soaps of fatty acids. Babies fed on mother’s 
milk, especially when underfed, will often show fre- 
stools. These are the so-called 


quent, spotty 


“hunger stools.”* They are only a small green spot 
on the diaper and do not in any sense represent a 
true diarrhea. They simply demonstrate the high 
degree of peristaltic activity in these babies and the 
low fecal residue of mother’s milk. Such babies 
often are very miserable with colic. If such babies 
are given some evaporated cow’s milk formula, either 
as complementary or supplementary feeding, the 
stools become larger, less frequent, and yellow in 
color. The increased fecal residue seems to have a 
sedative effect on’ the baby, and to be conducive 
to more quit regularity on the part of the bowel. 
Over-feeding is regarded by many physicians as a 
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cause of colic. We do not share that belief, as will 
be seen from our method of treatment. Filling the 
stomach, or “over-filling” the stomach, seems to com- 
fort and soothe the baby rather than cause pain. 
Even in the presence of gas in the stomach a great 
amount of pain does not seem to be associated with 
its contractions. This is evident from the actions 
of babies with pyloric stenosis. These babies lie 
perfectly quiet while large visible waves pass over 
the stomach. Now and then violent contractions, 
which produce projectible vomiting, occur without 
producing any apparent pain. We do not believe 
that gastric contractions are particularly painful to 
infants. 

Constipation will precipitate attacks of colic and 
measures should be taken to prevent the stools from 
becoming dry and hard. Evacuations should be fre- 
quent enough to prevent tremendously large stools 
from forming. Even though a stool may be of nor- 
mal consistency it can be so large that violent colic 
will precede its evacuation. This is unusual and 
occurs more often in babies several months old. The 
pain may be so severe that it causes pallor and cold 
sweating. It may arouse a suspicion of intussuscep- 
tion. 

The mechanics of feeding are of great importance 
in the production or prevention of colic. The baby 
should be in an upright position during feeding so 
that the air which is unavoidably swallowed, during 
the process, will come up easily through the cardia. 
This air readily becomes trapped when the baby is 
lying down and then may cause regurgitation of milk 
or pass into the intestines and produce cojic. Fre- 
quently during the process of feeding the baby 
should be stopped and set up to belch. This is 
done by placing the fingers and thumb in the axillae 
and allowing the baby to lean forward on the hand, 
while sitting on the nurse’s knee. With the other 
hand the back is gently patted. This always should 
be done at the end of the feeding before laying the 
baby down. If the baby is trained to sleep in the 
prone position it will be much less likely to regurgi- 
tate and it can belch up air more easily than when 
on the back or side. Of course, a firm mattress must 
be used. 

Of very great importance is the size and shape of 
the nipples, and the size of the perforations in them. 
The small-necked bottles and nipples cause much 
less air swallowing than the large ones. The nip- 
ples should not have bulbs at the end. These bulbs 
are sometimes large enough to gag and choke the 
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baby. If the openings in the nipples are too large the 
baby will vomit up the feeding, usually promptly after 
taking it. This is because so much air is swallowed 
during the rapid feeding. This is the most com- 
mon cause of vomiting among infants and often 
leads to the false impression that the milk is in- 
digestible. These mechanical factors are frequentl\ 
neglected. 

Some babies are “ruminators”. They swallow air 
between feedings, for no apparent reason. These 
babies are not necessarily crying when they swal- 
low it, and they do not always have severe colic, but 
they may be very troublesome because of vomiting. 
Keeping them in a partially upright position may 
correct the difficulty. 

The emotions affect not only the general muscular 
tone, sphincter tone, and peristaltic movements but 
also the crying and struggling behavior of infants. 
During the crying and struggling of great emotional 
outbursts, babies frequently gulp down air. Many 
times a tremendous belch follows such a tantrum. 
The emotions exert their influence in varying degrees 
on babies, usually reflecting the temperament and 
stability of the parents. Cooing, overly anxious, 
supplicant parents usually have the breath-holding 
and sobbing infants. Such behavior is rare among 
institutional babies and over-stimulation may ac- 
count for the higher incidence of colic in babies in 
the home.® 

Some infants hold themselves so rigid and react 
so tensely to stimulation that they are classed as “hy- 
pertonic.” They usually are very colicky. Their 
whole neuromuscular mechanism is overly sensitive. 
We believe that any baby is potentially a colicky, 
hypertonic baby unless he is kept comfortable and 
free from over-stimulation. 

Although recognizing the great importance of the 
emotions in predisposing an infant to colic, we do 
not believe “spoiling” is a factor in the first two 
months of life. Babies this young want simply to 
be comfortable and have their hunger appeased. 
“Lap colic” is probably a manifestation of how 
changing the baby’s position will allow gas to shift 
in the various segments of the bowel and give tem- 
porary relief. There is a physiological explanation 
for the relief which seems to come from bodily motion 
or change of position.® 

Environmental factors include such stimulation 
as that of loud noises, the presence of many people 
about the baby, especially loud-talking, excited 
people, and temperature variations. A reasonable 
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amount of household noise should be tolerated by a 
baby and probably is better than absolute quiet. 
However, loud, sudden noises and disturbances may 
bring about a state of over-stimulation. 

Attacks of colic may be precipitated by carrying 
the baby out into the cold. Apparently the drinking 
in of cold air brings on the pain. We have seen 
many babies have a very severe attack after their 
first ride out in the open during winter weather. Chil- 
ling the extremities sometimes brings on attacks. Tight 
abdominal binders increase the pain and frequency 
of attacks. 

In view of the complicated nature of normal gas- 
tric and intestinal motility, and in view of the sud- 
den radical transition from intra-uterine life to life 
dependent on all the functions of the gastro-in- 
testinal tract, it is not surprising that there should be 
disturbances of intestinal motility in the new-born 
baby. The segmental and peristaltic contractions of 
the bowel must accommodate themselves, for the first 
time, not only to the presence of food, but also to 
the presence of gas. The transition from fetal to 
new-born intestinal activity would seem, if any- 
thing, more radical than that of fetal to new-born 
respiratory activity, because of the high nutritional 
demands of the rapidly growing infant and the fre- 
quent necessity of artificial feedings. 

After birth the baby also is subjected to all the 
environmental factors which predispose to colic. 
The change demands the utmost in adaptive, or phy- 
siological, powers on the part of the infant. 

Symptems: An attack of colic is characterized 
by screaming. Usually the baby will clench its fists, 
flex its knees, hips, elbows and back and scream as 
loud as possible. Occasionally we see one extend 
the lower extremities and arch the back into a posi- 
tio of opisthotonos, while screaming, but this is 
unusual. If the baby is offered the bottle or the 
breast it will refuse to suck and continue scream- 
ing. This is almost diagnostic, as a baby with any 
other kind of pain usually will stop crying and 
nurse. Such attacks may come during the process 
of feeding and interrupt it. 

Attacks of this kind may last for hours. Mothers 
will say that the baby crys all night and four and 
five hours at a time during the day. Often they are 
accused by the physician of exaggerating, but they 
are not. It is true that these babies will cry for 
hours and hours unless given relief. They may cry 
until they cause an umbilical hernia to appear. 
They may cry so incessantly and nurse so little and 
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so sporadically that they die from the results of 


under-nutrition. This is unusual but it may easily 
happen where the true nature of the condition is not 
recognized and the formula is changed repeatedly 
and unwisely. 

Often there is a peculier periodicity to the attacks 
of colic. Some infants will be free from it except 
at a certain hour every day. For example, after the 
6:00 P. M. feeding there may be intermittent crying 
for three or four hours, day after day. Many new 
babies sleep well all night and then have colic all 
day, or vice versa. 

The discomfort is not necessarily continuous. The 
pain may be moderate, but more often it is severe and 
causes real screaming. A whining, fretful baby is 
probably suffering from something far more serious 
than colic. The colicky baby may grunt and strain, 
making powerful expulsive efforts, but usually this 
is interrupted by screaming. As he gets older and 
passes the colicky stage his straining seems more 
effective and he does less screaming. 

Diagnosis: The diagnosis is not difficult. Usual- 
ly the mother makes it and treats the colic. Where 
the physician is familiar with the baby and parents 
he often can give instructions by telephone. It is 
not necessary to see the baby every time it has an at- 
tack. Of course, serious pathological conditions 
must be ruled out, but usually there have been re- 
peated attacks of colic and fortunately it comes early 
in life when other diseases are less frequent. Finally 
the therapeutic test will tell. 
give the baby prompt relief with colic treatment, as 
oulined below, a physical examination is indicated. 

Screaming and refusal of the nipple are the 
cardinal symptoms of colic. Ordinary, fretful cry- 
ing is not enough. The baby will usually scream as 
loud as possible. He will let the nipple lie in his 
mouth without making an attempt to suck, even 
though it may be dripping with milk. Usually his 
muscles are taut and his face flushed. The scream- 
ing may be preceded by grunting and expulsive 
efforts, but usually these give way to an apparent 
“knife-like pain” which doubles the little fellow 
up. . 

There are neither fever nor vomiting in a typical 
attack. Gas and normal stool may be passed, to- 
gether with a little intestinal mucus, but a stool of 
any other character should arouse suspicions of 
something other than colic. 

In the differential diagnosis we should consider, 
Most acute infections will be ac- 


If the mother cannot 


first, infections. 
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companied by fever. Acute respiratory infections, 
upper or lower, will be obvious upon thorough ex- 
amination and should not lead to confusion. ‘The 
same statement may be made with reference to local- 
ized pyogenic infections. Acute enterocolitis will be 
quickly revealed by the character of the stools. 

Congenital syphilis with syphilitic chrondritis 
may cause screaming similar to colic, but the pres- 
ence of localized tenderness in the extremities will 
readily reveal the true diagnosis. Pain of this kind 
does not interfere with feeding. 

Surgical conditions, without fever, such as a 
fractured clavicle or long bone, are equally obvious. 

Such surgical conditions as intussesception and 
volvulous may offer some difficulty. These condi- 
tions usually occur in the second trimester of the in- 
The pas- 
sage of current jelly stool and vomiting, together 
with the shock and prostration of these more serious 
As 
mentioned before, there are sometimes attacks of 


fant’s life, a time when colic is unusual. 


conditions, will soon lead to a correct diagnosis. 


colic severe enough to cause pallor and transient pros- 
tration, with cold sweating. But these cases are rare 
and the absence of abnormal stool, palpable mass in 
the abdomen, and vomiting will soon reveal their 
true nature. Usually the infant makes a rapid re- 
covery from such severe attacks of colic, while the 
more serious surgical condition will become steadily 
worse in a few hours. 

Acute appendicitis is most unusual, but primary 
peritonitis might conceivably cause some confusion 
early in its course. It is very dangerous to assume 
a baby has colic if there is any fever at all. 

Other surgical conditions such as strangulated 
hernia and intestinal obstruction caused by congenital 
anomalies, should not be confusing. 

Pyloric stenosis, as mentioned above, is not accom- 
panied by behavior characteristic of colic. 

Renal colic and pyuria will be revealed by urine 
examination. Fever will usually accompany the 
pyuria. Phimosis, or a congenitally small urethral 
orifice, may cause straining and pain on urination, 
but this does not offer any real diagnostic difficulty. 

Anal fissure is fairly common in young infants, 
especially where the stools have been loose and fre- 
quent from improper feeding. This may cause colic- 
like symptoms, as mentioned above, but the passage 
of bright blood will indicate a fissure. Slight dilata- 
tion and touching with dilute silver nitrate promptly 
relieve the symptoms. 

Idiots and some feeble-minded infants will cry 
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continuously for hours. While very young it may be 
difficult to make a diagnosis of feeble-mindedness, 
unless there is spasticity, microcephalus or hydro- 
cephalus. However, the correct diagnosis will 
usually be made before many months pass. Menin- 
gitis and encephalitis should not offer any real diffi- 
culty. 

The diagnosis of colic is one of exclusion.* The 
characteristic behavior of the infant, the time of life 
in which colic appears, and the response to treatment 
make confusion unlikely. 

Treatment: Treatment of colic consists of remoy- 
ing the excess intestinal gas and filling the stomach 
with milk. Predisposing factors, as outlined above, 
should receive proper attention. This is especially 
true of the mechanical factors, which are most often 
neglected. 

When the baby stops nursing and begins to scream, 
or when it refuses to nurse at all, and screams, we 
lay it on its side and insert a glycerine suppository. 
This is held in place for ten minutes. While the 
suppository is in place the baby will usually stop 
crying, make expulsive efforts and pass gas and stool. 
It may not stop crying immediately and it may not 
pass gas immediately. The suppository does not act 
simply by stimulating an expulsive effort. It re- 
laxes the anus and in so doing initiates peristaltic 
contractions which may carry gas from high in the 
intestinal tract. That is why we allow an interval of 
ten minutes to pass before removing it. 

Next we feed the baby. Usually it will suck will- 
ingly after gas is expelled, but its feeding may be 
interrupted again by a pain and it may be necessary 
to repeat the procedure two or three times before 
complete relief is given. We always follow the sup- 
pository, each time it is used, with feeding. This 
is done even though it may not be the regular feed- 
ing time for the baby. Until colic is relieved it may 
be necessary to feed the baby somewhat irregularly. 
We consider this far preferable to allowing the baby 
to cry two or three hours. These long periods of 
crying arouse the emotional factors which predispose 
to more colic, and produce our most difficult cases. 
Usually our babies are well adapted to their schedule 
after a few days of such treatment. 

We always feed the baby all it wants. We feed it 
until it lazily makes no further effort to suck and can 
no longer be kept awake with the nipple in the 
mouth. Then we “belch” it and lay it in the prone 
position in its crib. Usually it promptly falls asleep. 

It is sometimes difficult to know whether a breast 
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fed baby is getting all the milk it wants. By weigh- 
ing before and after feeding the actual amount it 
gets can be ascertained. But this does not tell us 
whether or not the appetite is satisfied. The only 
way of definitely proving this is to pump the breast, 
very gently, after the baby has stopped nursing. If 
milk comes freely and easily the baby probably is 
getting enough. If not, a complementary feeding is 
probably indicated. It must be remembered that the 
ordinary breast pump will exert far more force than 
the baby can exert. That is why we specify very 
gentle suction. 

Some mothers think because milk runs out of their 
breasts between feedings that they have tremendous 
quantities of it. But this is not necessarily true. 
Some mothers breasts seem to secrete constantly, like 
sweat glands, and yet never contain very much milk 
at any one time, as can be proved with the breast 
pump. Breast fed babies are far more often colicky 
than bottle fed babies because they are far more often 
under-fed. 

The impression may be gained that all our babies 
are over-fed and over-weight. But this is not in the 
least true. We feed them, when entirely on the bot- 
tle, evaporated milk mixed with an equal volume of 
1 per cent lactic acid diluent. This has the same 
caloric value as mother’s milk and, when babies are 
given all of it they will take, they grow like well-fed 
breast babies. Our babies usually grow from one to 
two inches in height a month, and double their birth 
weight by the fourth month. They are well propor- 
tioned, solid babies. Naturally we could not feed 
them so much if we used a formula rich in carbo- 
hydrate and high in caloric content. We add carbo- 
hydrate only in cases of constipation. 

If the baby is to have complementary feedings, we 
use equal parts of evaporated milk and sterile water. 
Babies prefer breast milk to this, and will not take 
it if they can get breast milk. 

The well fed breast baby gets all the breast milk 
it wants and we see no reason why the bottle baby 
should not, provided the formula is not too con- 
centrated. The size of the baby and its rate of 
growth depend on an intrinsic growth factor. Its 
caloric intake, per kilo, and its rate of growth will 
be greatest the first four months. After that it will 


automatically curtail its intake, even though it is 
We can slow down the rate of 


given all it wants. 
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growth, by under-feeding a baby, but we cannot in- 
crease it, beyond a certain maximum, regardless of 
how much milk we give it. 

A few babies will show a tendency to abnormal 
obesity. But these are rare. It is only occasionally 
that we see one whose intake needs to be curtailed. 
In such instances, the feeding of vegetables at three 
months can be used to satisfy the desire for bulk and 
curtail the calories. Babies rarely show such a 
tendency before three months. 

Obviously there is nothing new in the use of sup- 
positories to relieve colic. This has been done many 
times. If they have failed, we believe it is because 
they have not been used persistently enough and fol- 
lowed by feeding. We have never seen harm done 
with the glycerine infant suppository. 
have seen with anal fissures were not the ones in 
whom suppositories had been used. 

Enemas are much less effective and much more 
meddlesome. Application of external heat to the 
abdomen, gentle massage and rolling the infant over 
to change his position, while using the suppository, 
may help, but usually are unnecessary. We have not 
used drugs because in our hands they have been in- 
We regard re- 


The babies we 


effective. We never resort to them. 


lief of colic as purely a mechanical problem. 


CONCLUSION 


Colic, or gastro-enterospasm, is amenable to suc- 
cessful treatment when efforts are directed toward re- 
moval of the cause, which is excess gas in the in- 
testinal tract. Prompt relief of symptoms, and 
proper attention to predisposing factors, will go far 
toward preventing recurrences of colic. 
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MANAGEMENT OF ACUTE PERFORATED PEPTIC ULCER.* 


BENJAMIN W. RAWLES, Jr., M.D.,+ 
Richmond, Virginia. 


Acute perforated peptic ulcers require careful man- 
agement because of the necessity of prompt diagno- 
sis and the instituton of immediate and proper sur- 
gery, if dire results are to be prevented. These 
necessities become very real when one realizes that 
there is a rapid rise in mortality figures as the lapse 
of time following perforation increases, until it 
reaches 50 per cent or more for those patients in 
which perforation has existed twenty-four hours or 
longer. The facts and conclusions in this paper are 
based on a review of one hundred and twenty-eight 
cases of perforated peptic ulcer that were treated 
on the Surgical Service of the Jersey City Medical 
Center from July 1932 to July 1937, a five-year 
period. 


In this series, twenty-two patients died out of the 
total of one hundred and twenty-eight, or a 17.1 
per cent death rate. Nine of these twenty-two had 
been perforated twelve hours or longer and six for at 
least twenty-four hours. Five patients died less than 
twenty-four hours after operation in a state of col- 
lapse because of the toxicity resulting from the peri- 
tonitis. The average time of perforation in these 
five instances was twenty-two hours. In retrospect 
one might come to the conclusion that these patients 
should not have been subjected to surgery, but all 
of them, undoubtedly, would have died without it, 
and several presenting the same picture were saved 
as a result of operative closure of the perforation. 
Fleming! collected nine hundred and _ ninety-four 
cases in 1931 in which there was a mortality of 23.6 
per cent. Another group collected by Blackford? at 
about the same time contained nine hundred and 
fifty-four cases with a 22 per cent mortality. S. S. 
Judin® reports a figure of 14 per cent based on 
four hundred and twenty-seven cases. Smaller 
series 5-67 in this country report a rate of from 
1 per cent to 20.8 per cent. Taking the figures based 
on the larger series as a more accurate representation 
of the status of the treatment of perforated peptic 
ulcers, the internist is challenged to institute more 
adequate medical care of ulcers as a preventive 
measure and to make an early diagnosis of perfora- 
4 *Read before the Staff, Retreat for the Sick, Richmond, 
la. 

+Formerly Resident Surgeon, Jersey City Medical Center. 





tion. Moreover, the surgeon must better his opera- 
tive and post-operative care. 


1. TYPEs OF PERFORATIONS 


|. 79—61.7 per cent 
ee 26—20.3 per cent 
SE See 20—16 per cent 
0 RE ee 3— 2 per cent 





128—100 per cent 


2. RACE AND SEX DISTRIBUTION 


Male: 
NN a i a 123 
| ES ee eee ee ene 3 
Female: 
a a ea aa Ol 3 
a ee es 0 
ae ee 128 
3. AGE DISTRIBUTION 
All Cases 
Age Number Deaths Per cent 
Ee ee ee 2 0 0 
eee a 24 1 4.1 
RI Satine nstdinipeciacahids 31 5 16.1 
IEE. snsdsasscnetlemiamciasin 40 8 20 
ee ae 19 + 21 
Tene 9 3 33.3 
Ree Seen Dene 3 1 33.3 
“128 2 
4. TIME OF PERFORATION 
Time AllCases Deaths Percent 
Less than six hours____ 71 10 14 
6-12 hours ~......___ 42 3 7 
iar Sees 2.2... 9 6 66.6 
24 hours plus ________ 6 3 50 
I 128 22 17.1 
DIAGNOsIS 


Perforated ulcer presents a fairly constant text- 
book picture, much more so than acute appendicitis 
for instance, and should, therefore, not be a great 
diagnostic problem. Even if the picture is obscure, 
the findings point to an acute abdomen that calls 
for immediate surgical attention. White males be- 
tween the ages of twenty and fifty and of the long, 
gaunt, asthenic type, are prone to have peptic ulcers 
and, therefore, predominate in all series of perfora- 
tions. This fact is often of importance in differ- 
entiating a perforated ulcer from acute pancreatitis 
or acute suppurative cholecystitis. The typical case 
gives a histroy of the sudden onset of severe epigas- 
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tric pain that causes the individual to double up. 
After the initial sharp pain, he remains fairly quiet 
because moving about aggravates the pain. 
casional patient, however, will writhe about as in 
instances of stone colic. Morphia gives little relief. 
Perforation usually follows a heavy meal or the 
taking of alcoholic beverages. A careful history will 


An oc- 


elicit a story of previous epigastric distress which is 
usually related to meals. Emesis may occur, but this 
is not a constant finding. 

Physical examination shows a rigid, board-like 
abdomen with a moderate degree of tenderness across 
its upper portion, more marked in the epigastrium. 
The tenderness is usually not commensurate with the 
degree of spasm, probably because the peritonitis is 
This fact is often of value in 
Some cases have acute localized tender- 


primarily chemical. 
diagnosis. 
ness in the right lower quadrant which is due to 
gravitation of the spilled stomach contents down the 
right lumbar “gutter”. 
misdiagnosed acute appendicitis. 
value in a positive perforation is the absence of liver 
dullness on percussion of the right lower antero- 
lateral region of the thorax. A dilated colon in a 
heavy, short-waisted individual will sometimes cause 
obliteration of the dullness but this is not the type 
of person that usually has an ulcer. 
found it necessary to depend on roentgenological evi- 
dence of free air under the diaphragm to make a 
diagnosis and so this procedure has not been routinely 
used, but it should be resorted to when any question 


These cases are sometimes 
Another sign of 


We have not 


as to diagnosis does arise. The white blood count 
may vary from normal limits to 20,000, depending 
on the duration of the perforation. 
about 12,000. The pulse is slow, of good volume 
and the blood pressure normal in patients with per- 
foration of no more than ten hours duration. Oc- 
casionally a patient seen shortly after perforation 
will be in mild shock and, of course, the very late 
shock. 


It is usually 


perforations are in a very severe state of 


There is no fever in most cases. 


DIFFERENTIAL DIAGNOSIS 

Acute appendicitis, acute pancreatitis, coronary 
thrombosis, suppurative cholecystitis and possibly a 
very active peptic ulcer or a perforation that has 
sealed over must be considered most often from the 
standpoint of differential diagnosis. As mentioned 
above, the gastric spill often gravitates down the 
right lumbar “gutter” and sometimes produces acute 
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signs in the right lower quadrant which, taken alone, 


point to acute appendicitis. If the short duration of 
symptoms, however, is taken into consideration, it 
may be possible to differentiate between the two con- 
ditions. On the other hand, some patients with 
fulminating appendicitis have acute diffuse abdomi- 
nal signs with short duration and cause diagnostic 
confusion. Acute pancreatitis occurs more often in 
the heavy, obese male and shows more evidence of 
shock and toxicity in the early stages. These pa- 
tients usually have an ashen appearance, rapid pulse, 
and low blood pressure. In addition, a trace of 
sugar is often found in the urine. The signs are 
localized in the epigastrium, as in perforated ulcer, 
but sometimes there is also a boring pain straight 
through to the back. Coronary thrombosis may give 
some diagnostic trouble but, except for slight upper 
abdominal rigidity, the abdomen is soft. A careful 
medical check-up should differentiate between the 
two. Occasionally acute suppurative cholecystitis 
may give rise to confusion insofar as the physical 
signs are concerned but these signs usually are more 
marked in the right upper quadrant. The habitus 
of the individual, compact and obese, and gradual 
onset of symptoms should differentiate it from ulcer 
perforation. A very active peptic ulcer or a per- 
foration that has sealed over can be ruled out by the 
absence of rigidity across the lower abdomen. 


CHOICE OF PROCEDURES 


The first important consideration for proper sur- 
gical management of these cases is the choice of an 
anaesthetic. This is important for two reasons: 
first, because of the acute condition; and, second, 
because most of the patients are muscular males and 
often alcoholics who require an unusual amount of 
inhalation anaesthesia to produce relaxation. ‘The 
anaesthetic, therefore, must produce the latter state 
and at the same time not be one that will shock the 
patient too much. Cyclopropane supplemented with 
ether probably answers these demands as well or 
better than most anaesthetic agents or combination 
of agents. If necessary, novocain can also be used 
to give additional relaxation of the abdominal mus- 
cles. Ifa trained anaesthetist is not available, spinal 
or drop ether is the next choice. Local anaesthesia 
can be used but some difficulty may be encountered 
in the case of a duodenal perforation if the patient 
is uncooperative or if the duodenum is situated pos- 


teriorly and is fixed there. Just as in elective gastric 
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surgery, there are many different ideas as to the type 
of procedure to be used, particularly with regard to 
duodenal perforations. Simple closure with or with- 
out gastro-enterostomy, pyloroplasty, and subtotal 
gastric resection are the operations advocated by dif- 
ferent surgeons. The gastric ulcer may be simply 
closed or excised. Some men also do a jejunostomy 
in addition to the simple closure. Although ap- 
proximately one-third of the cases in this series had 
closure plus gastro-enterostomy, with a much smaller 
mortality, we advocate simple closure of the perfora- 
tion. The mortality is greater for simple closure in 
this series because cases of long duration were not 
exposed to the additional surgery. In an early case, 
gastro-enterostomy, when done by a skilled surgeon, 
does not greatly add to the operative risk but we feel 
that there are better reasons for not advocating it 
except in selected cases of old scarred ulcers result- 
ing in complete duodenal obstruction. With an open 
duodenum, it is generally agreed today that gastro- 
enterostomy does not meet the problem and, in ad- 
dition, the development of marginal ulcers in from 
5 per cent to 34 per cent of the cases, as reported in 
different series, must be considered. A _ gastro- 
enterostomy is also no guarantee that an ulcer will 
not bleed or re-perforate at a later date. S. S. Judin 
has reported that symptoms persist in 50 per cent of 
the cases at the end of five years, whether simply 
closed or closed with the addition of a gastro-enteros- 
tomy. Lewisohn® reports 39 per cent of persistent 
symptoms. 
5. OPERATIVE PROCEDURES 


Operation All Cases Deaths Percent 
ea 83 20 24.1 
Posterior Gastro-enterostomy—36 
Anterior Gastro-enterostomy— : “ 2 4.5 
Pyloroplasty (Horsley) ~__-____ 1 0 0 

RS cxcieterpatenne suai 128 22 
6. CAUSES OF DEATH 
Cause Deaths 

I satiate tae oiets a ctlna ie am ea aa 12 

Re-perforation peritonitis __-______________ 2 

ENS SORE ae ae eo ret We eee 4 

I nla ae le ee a ee 3 

MT OG oi cane 1 

| NES ee eee ees 22 


Primary gastric resection has been done in central 
Europe for a number of years with apparently ex- 
cellent results. S. S. Judin,* in a large series of cases, 
reports a mortality of 7.8 per cent as contrasted with 
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a figure of 32.2 per cent for cases treated by more 
conservative surgery. 
that only early perforations in young, robust in: 
viduals were exposed to this technique. The con- 
servative figure represents late cases and other poor 
risks and, therefore, should not be compared to re- 
section results. In addition, the German and Rus- 
sian races are hardy and of pure stock as compared to 
the mixed American population and so are better 
able to stand this major surgery. 


Analysis of these cases shows 


A number of sur- 
geons advocate primary pyloroplasty, but due to 
the induration present we do not believe that it is 
often technically possible. Other men add jejunos- 
tomy to the simple closure, so that fluids and nutri- 
tion can be given early without interfering with the 
healing of the perforation. We have not used it be- 
cause we believe that fluids and nutrition can be 
supplied by other routes and thus eliminate an ad- 
ditional technical procedure. 

In summation, we advocate simple closure of per- 
forations because it is simple but at the same time an 
adequate surgical procedure that can be done on an 
acutely ill patient. After using this procedure, prac- 
tically as many cases are freed of symptoms as when 
Those 
patients that do have persistent symptoms can have 
a subtotal gastric resection done at a later date with 
much less technical difficulty in the absence of a 


a gastro-enterostomy has also been done. 


gastro-enterostomy, or a gastro-enterostomy in se- 
lected cases with complete duodenal obstruction. In 
only two patients in this series, treated by simple 
closure alone, did such a degree of pyloric obstruc- 
tion exist immediately afterward that it was necessary 
to do a short circuiting operation. 
perforation in one instance, and a gastro-enterostomy 
was done thirty days after the closure. The second 
patient had to be short circuited eleven days after 
closure. As 
we have already stated, pyloroplasty is not often 
technically feasible, and primary subtotal gastric re- 
section is not universally practiced. 


It was the second 


Both made satisfactory recoveries. 


OPERATIVE TECHNIQUE 

Our procedure has been to close the perforation 
transversely with two rows of interrupted Lembert 
sutures. Tabs of adjacent omentum are used to re- 
inforce the suture line. Chromic No. 1 catgut has 
been the choice of suture material because it is heavy 
enough not to cut through indurated tissue. Opinion 
has varied as to whether these patients should be 
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drained or not. The peritonitis is primarily chemi- 
cal and, in addition, the upper gastrointestinal tract 
is relatively sterile. We do not routinely drain for 
the above reasons and also because we do not feel 
that it is possible to drain the general peritoneal 
cavity in case of diffuse involvement. Four cases 
in this series were drained, each being of such pro- 
longed duration that an advanced pyogenic peri- 
tonitis had developed. We have felt that the peri- 
toneal toilet should be limited to the aspiration of 
the stomach contents in the immediate operative area. 
The subcutaneous tissue has been drained in several 
patients in order to protect the fascial suture line 
We 
feel, however, that it is safe to close the skin tightly 


since the fatty tissue so easily becomes infected. 


and treat any infection expectantly. 


PosT-OPERATIVE TREATMENT 

Many a beautiful piece of technical surgery has 
been ruined by poor post-operative care and, there- 
fore, a consideration of surgical management is not 
complete without a discussion of this subject as well 
as the actual operative procedure. The question of 
nutrition, fluids, comfort of the patient, and pre- 
vention of complications insofar as possible must be 
considered. Our routine has been to place the pa- 
tient in high Fowler’s position with pillows under the 
arms for comfort as soon as the anaesthetic will al- 
This is done, first, to promote the dependent 
collection of any peritoneal infection and, second, to 


low. 
increase the vis a tergo of the patient. Morphine is 
given every four hours for the first thirty-six hours, 
if needed. Fluids and nutrition are supplied by giv- 
ing fifteen hundred cc. of 114 per cent glucose in 
normal saline, subcutaneously, and fifty cc. of 50 
per cent dextrose, intravenously, twice a day for the 
the first forty-eight hours. Fluids are given sub- 
cutaneously because they are absorbed as needed and 
also because on a large service this method does 
not require the watching that the giving of intra- 
venous fluids does. The hypertonic intravenous 
dextrose supplies nutrition, tones up the circulation 
and stimulates the kidneys. Blood transfusions are 
given as indicated. An ounce of water is given every 
hour beginning the third post-operative day, fol- 
lowed by three ounces of water, tea, or peptonized 
milk every hour the fourth post-operative day. 
Gruels, custards, junket, puréed vegetables, potatoes 
and milk toast, in that order, are gradually added 
until the patient is on a bland diet on about the 
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It has been rarely 


eleventh day after operation. 
necessary to aspirate the stomach by following this 
routine. Pulmonary atelectasis and pneumonia may 
be largely prevented by either having the patient 
breathe into a paper bag or by giving them COs and 
O» through a mask for a short interval every hour 
or two during the immediate post-operative period. 
The other common complications are peritonitis, resi- 
dual intra-abdominal infections and re-perforations, 
but little can be done in a preventive way about 
these. 
RESULTS 

We do not have adequate follow-up statistics on 
this series because of the difficulty of keeping track of 
a large, foreign-born, shifting population. We do, 
however, have some definite impressions as to their 
ultimate fate. Approximately 75 per cent of the pa- 
tients that will follow the prescribed diet and also 
eliminate tobacco and alcohol, remain symptom free 
for a year. From this time on up to five years there 
is a gradual recurrence of symptoms in from 50 per 
cent to 75 per cent of the patients. There would be 
fewer recurrences if they could all be kept on an 
adequate medical régime indefinitely. The 
that have no symptoms at the end of a year slip 


cases 


from under observation and do as they please, with 
the result that recurrences come in rapid order. Why 
does not perforation heal an ulcer as has been sug- 
gested by some men in the past? In the first place, 
the perforation usually does not cover the entire ul- 
ceration, and, secondly, there is often, in the case of 
duodenal perforation, a second ulcer on the posterior 
surface and, even if one healed, the other would re- 
main. In addition, the factors that caused the ulcer 


in the first place have not been eliminated. 


SUMMARY 

1. Management of acute perforated peptic ulcer re- 
quires early diagnosis and prompt surgery. 

2. Simple closure of the ulcer is considered the best 
procedure. 

3. A subtotal gastric resection or a gastro-enteros- 
tomy may be done later if symptoms persist. 

4. Symptoms persist in approximately 50 per cent 
of the cases at end of five-year period. 

5. One hundred and twenty-eight cases are reviewed 
with a mortality figure of 17.1 per cent. 
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THE HEART IN MYXEDEMA.* 


Joun L. Guerrant, M.D., 
and 
J. Epw1n Woop, Jr., M.D., 


University, Virginia 


Myxedema heart was first reported in 1918 by 
Zondek! who called attention to the diffuse cardiac 
enlargement, sluggish muscular contractions, and 
electrocardiographic changes consisting of flat P 
waves, flat or inverted T waves, and low R waves. 
These conditions tended to return to normal under 
thyroid therapy. Fahr® * reported that seventy-five 
per cent of all of his cases of myxedema showed 
some signs and symptoms of heart failure. Venous 
pressure determinations were not recorded, however. 
Thyroid extract gave relief while digitalis was of 
doubtful value. Ohler and Abramson‘ have pre- 
sented a study of thirty-five cases of myxedema, 
thirteen of which showed abnormal changes in the 
electrocardiogram. According to their findings the 
chief electrocardiographic changes are a decrease in 
voltage in all complexes, frequent inversion of the 
T waves, and occasionally increased auriculo-ven- 
tricular conduction time. They also noted frequent 
enlargement of the heart as revealed by X-ray. Fol- 
lowing thyroid extract therapy the electrocardiogram 
and heart size returned toward normal. Lerman, 
Clark and Means? found reversible cardiac enlarge- 
ment and electrocardiographic changes to be com- 
mon in myxedema but congestive failure rare. They 
claim that cases showing congestive failure can be 
explained on the basis of hypertension or arterio- 
sclerosis. Their two reports cover a study of forty- 





*From the Department of Interna! Medicine, School of 
Medicine, University of Virginia, University, Virginia. 


eight cases of myxedema. Similarly, Blumgart et al" 
found venous pressure values within normal limits 
in their patients with myxedema. Neither Ohler and 
Abramson, nor Lerman, Clark and Means found 
any constant blood pressure changes associated with 
myxedema. More recently Walker® and Allen’ have 
published brief reports on the subject with X-ray 
findings before and after thyroid therapy. Both 
found marked cardiac enlargement with a return 
to normal heart size following treatment. 

Only a few of the numerous reports give definite 
X-ray findings before and after treatment. One of 
the following case reports illustrates the value of 
the teleroentgenogram in the study of myxedema, 
while the other shows the value of the orthodiagram 
with determination of frontal plane area. Both of 
them illustrate the use of thyroid extract controlled 
by frequent basal metabolism determinations. 


CaAsE REPORTS 

Case I. (Hosp. Hist. No. 100285). A forty-seven- 
year-old-white woman was first admitted to the Uni- 
versity of Virginia Hospital on October 28, 1932, 
complaining of excessive menstruation. Menstrual 
flow had been excessive and very irregular for about 
twenty years. About nine years before admission 
she noticed a swelling in her supraclavicular fossa 
and a broadening of her face. Later shortness of 
breath on climbing stairs, and swelling of the feet 
and ankles occurred, but there was no orthopnea, 
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palpitation or cough. The appetite had always been 
poor and occasionally she had had a burning pain in 
her stomach, extending through to her back, which 
followed meals and was relieved by soda. In the 
few months immediately preceding her admission 
to the hospital her hair had become noticeably thin- 
ner and coarser. She also noticed that she could not 
stand cold weather as well as she had formerly. 
Physical examination revealed an obese white 
woman in no apparent pain. 
were pale, skin dry and rough, hair dry and coarse, 


Mucous membranes 


and face swollen. 
clumsy speech. Heart rate was slow (sixty-four per 
minute) with frequent premature beats. No murmurs 
could be heard but the heart sounds were distant. 
The heart was enlarged and the blood pressure 
160/128. Abdomen was distended without tender- 
Pelvic examination showed increased fat de- 


Tongue was thick with slow and 


ness. 
posit in the labia and cystic erosion of the cervix. 
Laboratory Findings: Very slight trace of al- 
bumin in urine. Hemoglobin 58 per cent. Red 
blood cells 3,200,000. White blood cells 7,200. The 
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differential blood count was normally distributed. 
Bleeding time was 514 minutes, clotting time 10 
minutes, icterus index 5.3, Wassermann negative, and 
blood urea 48 mg./100 cc. Mosenthal urinary con- 
centration test was normal. 
minus 25 per cent. Teleroentgenogram and fluoro- 
scopy showed heart to be enlarged both to right and 
left with a cardiothoracic ratio of 61 per cent. 
Electrocardiogram showed flat T waves in all leads 
with slight left axis deviation. 

Patient was transferred to the medical service and 
The adminis- 


First metabolic rate was 


a diagnosis of myxedema was made. 
tration of thyroid extract was begun on November 6. 
On that day five grains were given, and this was 
gradually increased until on November 16 fifteen 
grains were given daily. The administration of thy- 
roid was associated with severe epigastric pain, 
nausea and vomiting, and loss of appetite for about 
two weeks but then the patient became much better 
subjectively and mentally brighter. Because of the 
gastrointestinal symptoms a gastrointestinal X-ray 


series, cholecystogram, and gastric analysis were 




























































































DaTE B. M.R SYMPTOMS | Wr. B. .P: C/T S.:| THYROID 
11- 4-32 —25 | Menorrhagia, weakness, slight shortness of breath, | 129 | 156/115 | 61% 
| swelling of face, feet and ankles, coarse hair. | 
11- 9-32 18 Nervousness, denplanentin, tnobedin, slight nausea. | 155/105 aan — 
11-18-32 | Nerveneness, deaplenean, headache, severe nausea, | 117 | 136/68 4 —_— 
| vomiting, severe epigastric pain. | | 
11-28-32 | +8 | Symptomfre. “| 107] 110/80 | 45% | griij 
12- 32 426 | Dieiccsed. Moaeeees 105 | 120/80 | ar. ij 
"2-17-33 | _—1 | Slight constipation, disturbed sleep, eweating, | 116| 220/18| |erii 
4-21-33| +29 Slight nervousness, headache, hot flushes and | 120 | 210/110 —_ <0” 
sweating. | 
"5-12-33 | +6 | Mild headache and slight nervousness. —»«- |_-116| 218/104 | ei” 
12-6-33| —4 |Noe | | 434} 180/115 lei! 
3 93¢| +15 |Noe | | | 142 200/106) | eri 
6-13-34 - —7 | None. Oo a 135 | peta gr. i 
| 5 days week. 
1-16-34; +0 |Noe 133 | 130/120 | gr 
-7-35| 49 |Noe  j 130 | | ge i 
10-26-36 fF lide dheeenete of bectiah oni ould wei. 140 | 188/112 a Ta Bp ait 
3-10-37 | —11 | Shortness of breath. | 145 | 198/126| ‘| griandgr.ij 
| alternate days. 
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done, all of which were essentially normal. Eight 
days after the beginning of thyroid therapy the basal 
metabolic rate had increased to plus 10 per cent and 
fourteen days later a teleroentgenogram showed a nor- 
mal size heart with a cardiothoracic ratio of 45 per 
cent. 
upright T waves with a marked increase in voltage 
of the QRS complexes. 

After thirty-eight days in the hospital the patient 
was discharged. Her general appearance and men- 
tal reactions were markedly improved and her weight 
had decreased from one hundred and twenty-seven 
to one hundred and five pounds. 


At the same time an electrocardiogram showed 


Numerous basal 
metabolic rate determinations were made, the last 
of which was plus 14 per cent. During her stay in 
the hospital her vaginal bleeding stopped completely. 

Since her discharge the patient has been followed 
regularly through the Out-Patient Clinic. 
sent home on a daily ration of three grains of thy- 


She was 


roid extract, which was soon cut down to one grain 
daily. 
by frequent metabolism tests and according to the 
patient’s condition (Table I). 
receiving too much thyroid and had symptoms of 


Since then the dosage has been regulated 


At one time she was 


BEFORE THYROID EXTRACT 
MAY 2) 1937 
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mild hyperthyroidism associated with a basal meta- 
bolic rate of plus 29 per cent, but she soon became 


normal when the thyroid extract was reduced. EF x- 
cept for the development of a rather marked hyper- 
tension associated with few symptoms she had re- 


mained in good health until the present time. She 
has had no further vaginal bleeding or swelling of 
her feet and ankles. 

Case II. (Ecg. No. 8796). 
old white man was sent to the University of Virginia 
Hospital, May 21, 1937, with the probable diagnosis 
of hypothyroidism. 
hospital. 


A thirty-eight-year- 


He was not admitted to the 
About three months previously he had 
had “flu”, following which he had remained sleepy. 
Since then his hands and face had become so swollen 
that his friend did not recognize him and he had 
gained twenty pounds. Severe vertigo, failing eve- 
sight, marked dyspnea, and a failing appetite had 
also become distressing symptoms. The removal of 
several abscessed teeth had given little relief. 
Physical showed marked 
(weight 226 lbs., height 73 in.), puffy face with 


examination obesity 


thick swollen lips, swollen and puffy hands (non- 
pitting), dry coarse and scaly skin but no falling 


AFTER THYROID EXTRACT 
JULY 26 1937 
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hair, distant heart sounds, and a blood pressure of 
110/90. 

Laboratory Findings: Hemoglobin 85 per cent, 
red blood cells 4,230,000, white blood cells 8,000, 
Wassermann negative, basal metabolic rate minus 40 
per cent. Electrocardiogram showed low T waves in 
the first lead and flat T waves in the second (Fig. 1). 
Orthodiagram showed cardiac enlargement with a 
cardiathoracic ratio of 58 per cent and a frontal 
plane area of 143 sq. cm., as compared to a pre- 
dicted normal frontal plane of 132 sq. cm. for a 
man of this height and weight” (Fig. 2-a). 

A diagnosis of myxedema was made and the pa- 
tient was put on three grains of thyroid extract daily 


ORTHODIAGRAM 
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which was soon increased to five grains daily. 
Shortly he showed marked improvement with a de- 
crease in drowsy feeling, loss of weight, loss of 
scaly skin and brittle nails, decrease in dyspnea, and 
an increase in appetite. On June 18 a B. M. R. was 


= 


minus 11 per cent, and on July 26 plus 7 per cent. 


On the latter date his electrocardiogram was normal 
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with upright and normal T waves. Two weeks after 
beginning of thyroid therapy a second orthodiagram 
was done which showed definite decrease in cardiac 
At this time the cardiothoracic ratio was 49 
per cent and the frontal plane area 100 sq. cm. (Fig. 
2-b). Since that time his heart has remained es- 
sentially the same size. He is now on three grains of 
thyroid extract daily, is symptom free, and has lost 


size. 


twenty-six pounds in the two months following in- 
stitution of treatment. 

Both of these patients showed most of the classi- 
cal symptoms and signs of myxedema. Except for 
dyspnea which was more pronounced in the second 


Orthodiag vam 


Fig 2a-b Case I 6-4-5357 
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case, cardiac symptoms were negligible. One must 
remember that the swelling of the hands and feet 
seen in both cases can be explained on the basis of 
myxedema. The X-ray findings are of particular 
interest in that they show a markedly enlarged heart 
which in each instance returned to normal shortly 


after beginning of thyroid administration. 


TABLE II 





| 
| Total Transverse 


Area of Cardiac 























Cardio-Thoracic | 
| Cardiac Diameter Ratio Frontal Plane 
Before Thyroid | 16.7 cm 61% | 
Case I S ecmeneetet —__ }|__— | ————_—_—_ ——____— 
(Teleroent.) After Thyroid | 12.1 cm | 45% | 
Before Thyroid | 15.8 cin. 58% | 143 sq. cm. 
Case II = me Seow = —— 
(Orthodia.) After Thyroid | 13.3 cin. 49% | 100 sq. cm. 
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From the standpoint of therapy these cases il- 
lustrate important points. The first patient was 
statted out on large doses of thyroid extract (as 
much as fifteen grains daily) and soon suffered from 
severe gastrointestinal symptoms and epigastric pain 
which persisted until the dosage was reduced. The 
second patient never received more than five grains 
of thyroid extract daily and had a much smoother 
course without unpleasant symptoms from the 
therapy. The first of these patients has been fol- 
lowed for five years and demonstrates dearly the 
necessity of frequent observation. At one time she 
even presented an elevated metabolism with accom- 
panying symptoms. Careful clinical observation 
without basal metabolism determinations is probably 
sufficient to control most myxedema patients. Symp- 
toms have always indicated the approximate thyroid 
extract requirement in the first case. Means*® speaks 
of a case of myxedema which was well controlled for 
forty years during which time the metabolic rate was 
only determined once. He feels that symptomatology 
is a better guide to management than the metabolic 
rate. Of course, occasional metabolism determina- 
tions are of value, especially when making a diag- 
nosis and when first getting the patient under con- 
trol. 


Myxedema patients under treatment with thy- 
roid extract should be watched for loss of weight, 
increased appetite, and nervousness on the one hand, 
and lethargy, increased weight, and swelling of the 
face, feet and hands on the other. The actual dosage 
of thyroid extract varies for each patient, and from 
time to time. The first of these patients has been on 
about one grain daily most of the time. The second 
has not been under control long enough to decide 
what his daily ration will be, but at present is doing 
well on three grains of thyroid extract daily. Means* 
feels that most patients will require from one to three 
grains daily. The optimal dose for each patient 
must be determined by trial. 
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SUMMARY AND CONCLUSIONS 

Two patients exhibiting the cardiac changes 
sociated with myxedema have been described. 
thodiagraphic study of one of these has proven highly 
satisfactory for the demonstration of reduction in 
size of the cardiac silhouette following thyroid ex- 
tract. Teleroentgenograms recorded a similar se- 
quence in the first case. 


Or- 


The initial dosage of thyroid extract and subse- 
quent daily ration in each case could be determined 
as easily by appraisal of symptoms as by basal me- 
tabolic determination. 
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PRESENT DAY PRACTICE OF PAINLESS OBSTETRICS.* 


James M. WHITFIELD, M.D., 
Richmond, Virginia 


The accomplishment of painless childbirth as 
practiced today is the result of a rather voluminous 





*Read before the Fredericksburg Medical Society, No- 
vember 11, 1937. 


history which, however, embraces a comparatively 
short space of years. The first attempt along this 
line was made by Simpson in 1847, when he em- 


ployed ether and chloroform. Twenty-nine years 
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later the use of nitrous oxide and oxygen was intro- 
duced. 
purpose of alleviating discomfort for a short time 
at the actual delivery of the child. In 1902 certain 
German workers, including Gauss, Kroenig, Stein- 
buchel and others, went a step further in attempting 


These agents were employed solely for the 


to produce relief during the entire process of parturi- 
tion. All of us can recall the immense publicity and 
interest aroused in their daemmerschlaf or twilight 
sleep, which was produced through the agency of 
morphine and hyoscine. Due, however, to rather 
uncertain results, with an increase in maternal and 
fetal mortality, this method as originally employed 
was soon discarded. It is, nevertheless, to be re- 
membered that a modification of their ideas is widely 
employed today. In 1923 Gwathmey introduced his 
magnesium sulphate, morphine, and rectal injec- 
tions of ether and oil. These injections were quite 
helpful and are widely used today either alone or 
Rapidly follow- 
ing these attempts we have seen the introduction of 
avertin by Eichholtz, dial by McNeil and Vruwink, 
and sodium amytal by Hamblin and Hamblin. In 


in combination with other drugs. 


1933 I-published a series of 744 cases in which all 
of the above agents were used and my impressions 
at that time were given in detail. Since that date 
the literature has been filled with many articles deal- 
ing largely with these drugs administered in a wide 
variety of techniques. At the present time it seems 
that several different methods are generally em- 
ployed in various parts of the country, thus allow- 
ing the obstetrician to choose and properly select the 
technique best suited to each particular case. 

First and oldest among these is a modification of 
“twilight sleep” in which the large dosage of mor- 
phine has been reduced and a greater reliance has 
been placed upon hvoscine. This may be supple- 
mented also by the use of the Gwathmey ether and 
oil injections during the latter stages of labor. 

Secondly, a much more wide-spread practice is 
based upon the use of one or more of the many 
barbituric acid compounds, combined with hyoscine 
and possibly the ether and oil injections. The most 
frequently used compound today is pento-barbital 
sodium, though many authorities prefer sodium amy- 
tal. 


tain disadvantages widely 


It must be admitted that this method has cer- 
publicised in current 
literature. Clinically, an excellent amnesia is 
secured, but some of these patients are wildly mania- 


cal and require skilled attendants at all times for 
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This restlessness and struggling is 
fatiguing to the patient and throws, at least theoreti- 
cally, an added strain upon the entire organism. 
Also a few of these babies will be delivered in a 


proper care. 


narcotized condition and will require resuscitation. 
Experimentally, Gruber of the Jefferson Medical 
College has shown four sources of danger inherent 
to the barbiturates when they are employed upon 
lower animals. They are, first a depression of the 
respiratory center. Secondly, the cardio-vascular 
system is affected by a depression of the heart mus- 
cle and the peripheral vagus nerve endings. He 
has also shown that there may be an increase in the 
rate of conduction over the bundle of His if barbitu- 
rates containing sulphur are used. Thirdly, if an 
intravenous injection of these drugs or evipal is em- 
ployed there may be a rapid fall of blood pressure, 
due to cardiac injury and dilatation of the capil- 
laries throughout the body. Particularly in the lungs 
this change in the vascular bed may result in an 
oedema or bronchopneumonia. Fourthly, all of the 
smooth muscles of the body are depressed. In ad- 
dition to this experimental study, Snyder at the Johns 
Hopkins Clinic has demonstrated on rabbits that 
intra-uterine respiration is stopped when barbituric 
acid compounds are given to the mother. Some 
writers believe that any method employing large 
doses of barbituric acid compounds should be re- 
stricted to adequately equipped hospitals and given 
only under the supervision of one specifically trained 
and conversant with their usage and possible ill 
effects. In spite of these disadvantages demonstrated 
in experimental study, the writer has been fortunate 
in having had a rather extensive experience in this 
technique and can state that the results obtained 
have been quite satisfactory. Clinical experience 
has not justified, in my opinion, the dangers en- 
countered in experimental research. 

Recently we have noticed an apparently growing 
interest in the use of paraldehyd in this field. Kane, 
Roth, Douglas and others have stressed the value 
of this drug. Its inherent qualities of disagreeable 
taste, odor and definite irritative effect have always 


appeared as obstacles to its administration. It ap- 
pears to be quite safe and has been used for about 
fifty years since its introduction by Cervello. Most 


of its advocates have previously preferred to give it 
by bowel, but due to the nature of obstetrical cases 
in which every effort is of an expulsive type, its 
retention in the lower bowel is only too frequently 
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impossible. Douglas, at the University of Maryland, 
employed this 
paraldehyd mixed with aromatic elixir and while 
this may be adopted, the taste is still quite un- 
pleasant and it should also be remembered that this 
drug acts very differently upon different patients. 
Such a dose may be efficacious for some, inadequate 
for others, and for still others an excessive amount. 
In this latter group, over-dosage may result in the 
patient becoming difficult to restrain. Considering 
these difficulties, DaCosta and Reis, of the Michael 
Reese Hospital, have advocated the administration of 
1 cc. capsules by mouth at hourly intervals. Two 
disadvantages are apparent, first, paraldehyd must 
be placed in the capsules immediately before ad- 
ministration, as it has a hardening effect upon the 
gelatine and renders it insoluble in water. Secondly, 
a large number of capsules is necessary due to the 
volume of the drug employed. 

At the present time I have employed this method 
on a number of cases with certain modifications. My 
own technique has been to administer a small dose 
of pento-barbital sodium (gr. iii) at the time of ad- 
mission to the hospital and, as soon as pains start, 
the patient is given either 4 or 6 cc’s of paraldehyd. 
This is repeated at hourly intervals and usually mor- 
phine (gr. 1/6) is given at the same time with the 
second or third dose of paraldehyd. The paraldehyd 
is continued at hourly intervals until delivery is im- 
minent, when it may be effected under any one of 
the commonly used anesthetics. The frequency of 
administration is determined entirely by the be- 
havior of the patient, the attempt being made to cause 
her to sleep quietly between her pains. 
have I seen any restlessness requiring restraint. 


drug by giving five drams of 


In no case 
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These patients are cooperative and appear fully 
conscious at the time of their contractions. 
is not secured so frequently by this method, but I 
believe that a real analgesia is produced. In all of 
the patients in which this drug has been employed, 
I have been gratified to find that they have been 
thoroughly satisfied. 


Amnesia 


CONCLUSIONS 


1. A brief review of the history of analgesia and 
amnesia is presented. 

2. Several currently employed methods are men- 
tioned and the advantages and disadvantages are 
discussed. 

3. A method of giving paraldehyd in capsules in 
combination with pento-barbital sodium and mor- 
phine is outlined which is applicable to home and 
hospital obstetrics alike, and has the further ad- 
vantage of appearing safe when employed under 
these conditions. 

4. The author believes that the methods enumer- 
ated present in their many modifications a wide 
choice from which the obstetrician may select a suit- 
able procedure for each patient. It is essential that 
we realize that no one plan is appropriate for all 
cases, but each patient should be individually 
treated according to the judgment of the physician 
in attendance, the facilities at hand, and the par- 
ticular circumstances surrounding each patient. It 
is obvious that only under such management will 
our relief of pain be most successfully accomplished 
and the parturient woman and child receive the care 
to which they are justly entitled. 


408 Professional Building. 





TOXIC GOITRE AND ITS EFFECT ON INDUSTRY.* 





Norris W. GiL_ette, A.B., M.D., F.A.C.S., 
Toledo, Ohio 





Toxic goitre is found in every State in the Union, 
but one of its most common areas of incidence is the 
Great Lakes district, which has been called “The 
Work-Shop of the Nation” because of the location 
in this territory of many of the country’s greatest 
industries. It is pertinent, therefore, to determine 


*Read before the Association of C. and O. Railway 
Surgeons at White Sulphur Springs, W. Va., during No- 
vember, 1937. 





whether goitre might have an appreciable effect on 
industry, either from the manufacturer’s or em- 
ployee’s standpoint, and to this end it is important 
to know whether goitre is increasing or decreasing 
in endemic areas of our country or remaining sta- 
tionary. If it is decreasing, our problem becomes 
less important, but if it is increasing more stringent 
methods of prophylaxis must be instituted. 
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The use of iodinized salt has been considered of 
value in reducing the incidence of goitre, but after a 
careful survey made of goitre, at my instigation, in 
the Toledo School System by Dr. R. M. Burton, it 
has been demonstrated that, in spite of the universal 
use of this salt in Toledo, a large number of pupils 
suffering with goitre of the endemic type have been 
found, most of whom have had no additional iodine 
as a prophylactic measure. The incidence is great 
enough to demonstrate that iodinized salt by itself 
is not sufficient to eradicate endemic goitre. 

We must, therefore, conclude that the present in- 
cidence of endemic goitre will remain permanent un- 
less individual treatment is administered. 

Toxic goitre is present in the ratio of 5.2 per 
cent women to one man in my patients coming to 
operation and this ratio assumé¢s importance with 
the advent of more women yearly into factory and 
commercial work. In one Toledo factory, The 
Doehler Die Casting Company, a careful clinical 
examination demonstrated at least one out of every 
ten women was suffering from the effects of a toxic 
goitre as evidenced by the cardinal symptoms, the 
goitres differing in severity from mild to very severe, 
and nearly twice that percentage had palpable en- 
the thyroid gland, without evidence 
There are all gradations of thyroid 


largements of 
of toxicosis. 
activity, from myxoedema to a plus four hyperthy- 
roidism, and there is no sharp line of demarcation 
between a normal thyroid and toxic goitre. At times 
the diagnosis of mild but persistent hyperthyroidism 
is extremely difficult. Those of a mild over-activity 
may remain so for years until some disease or strain 
activates them to a point where they do damage. 


Along the sea shore eighty per cent of all toxic 
goitres are of the hyperplastic or exophthalmic type, 
acute or fulminating, but in the Great Lakes district 
a majority of the enlargements of the thyroid are 
colloidal or adenomatous in character, frequently 
non-toxic, or moderately so, and of long duration. 
The individual who has had an enlargement for a 
long time without symptoms frequently does not 
blame the goitre for causing his trouble when it 
appears, and attributes his illness to some. other cause 
such as overwork, family troubles, inherent nervous- 
ness, or other disease. 

It is the long standing colloidal goitre gradually 
developing into the adenomatous type that is in- 
sidious in character and does damage without the 
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patient realizing the cause of it. The toxicity is 
often intermittent in activity, flaring up after an 
acute cold, or after long and arduous periods of 
labor, and quieting down after rest or improvement 
in the infectious process. However, the repetition 
of the exacerbations almost invariably increases the 
severity of the attacks, until they become troublesome 
enough to demand medical treatment or surgery. 

Unfortunately goitres do not cause pain, the near- 
est approach to it being the pressure symptoms or 
the anginal pains of the heart, due to overwork. 
Patients appear in a physician’s office only when 
one or more of the cardinal symptoms of goitre drive 
them to it, or for cosmetic reasons in the non-toxic 
type. In their daily work the symptoms as they in- 
crease in severity affect the earning capacity of the 
patients and their value to the employer. These 
workers find it more difficult to do their work and 
keep up with the competition, and the realization of 
this by the patient aggravates the trouble and hastens 
the time when work is no longer possible. Many a 
patient whose subsequent diagnosis was toxic goitre 
has come to me with the history of a gradual failing 
of his or her driving power and work ability, fre- 
quently having lost his job or realizing that he is 
about to lose it, and all of the time not suspecting 
the cause of his failure, or at least not attributing a 
major portion of his disability to his goitre. Some 
of these sufferers keep on trying far beyond their 
capacities during this period because of their eco- 
nomic burdens, and often they bring themselves by 
their efforts, almost, if not quite, to the point where 
they can not be helped. Frequently in their efforts 
to keep working they wander from doctor to doctor, 
being treated for nervousness and heart trouble, hav- 
ing their tonsils removed, having their subluxated 
vertebrae adjusted by chiropractors and osteopaths, 
embracing Christian Science which, as has been 
aptly put, is neither Christian nor science, drinking 
irradiated water, taking special diets, and resorting 
to various procedures until eventually they succumb 
to the disease or are fortunate enough to locate a 
physician who directs their treatment into a rational 
method. 

In considering the reasons why patients who are 
suffering from goitre finally end up in a physician’s 
office, it is important to remember that those about 
them, both at home and in their daily work, usually 
notice a change in them before they are aware of it 


themselves. 
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The symptoms that are most important are as 
follows: 

1. Enlargement of the Thyroid Gland.—The thy- 
roid is usually at least slightly enlarged in hyper- 
thyroidism, although the gland may be so deeply 
buried that it is palpated with difficulty. Normal 
glands weigh from fifteen grams upward, varying 
with the individual, but the inert colloid in a small 
gland may be replaced with active cells producing 
thyroxin, so that it is possible for a small gland to 
be very active. This may be the type of gland that 
is causing the most harm, because it is not easily 
seen and is often overlooked in the search for the 
cause of the trouble. Patients are, however, be- 
ginning to realize that a noticeable gland is not neces- 
sary to produce toxicity. The irregular tumefactions 
are either adenomas or cysts and are objectionable in 
their appearance, especially to a woman. Those en- 
largements hinder any individual in his daily work, 
if they are great enough to become noticeable or 
can not be covered by clothing. In Switzerland, 
where five out of seven women have goitres, the ap- 
pearance of goitres is not objectionable due to their 
prevalence, but in our country a large nodular goitre 
is a distinct hindrance to any one applying for a 
position. If a man is a salesman his customer is 
so interested in watching the movements of the en- 
larged thyroid that he is apt not to hear what the 
man is saying. 

2. Choking Sensation—Choking sensation is 
closely allied with the enlargement of the thyroid 
gland. When the thyroid is substernal or sub- 
clavicular and enlarging, it must press on the trachea, 
producing the chocking sensation. It may cause 
great narrowing of the tracheal lumen, but the sen- 
sation appears to be reflex. A small hard goitre 
wrapped tightly around the trachea gives the same 
sensation. Riedel’s struma or the thyroid of Hashi- 
moto’s disease may become so hard and contracting 
as to cause a definite tracheal constriction. 

3. Palpitation—Palpitation of the heart is apt 
to appear early in the disease. It may be the first 
sign of hyperthyroidism, occurring at intervals fol- 
lowing hard exertion or becoming noticeable at night 
while lying down. It persists as one of the cardinal 
symptoms of goitre. The beating of a normal heart 
is not seen through the chest wall. If the apex beat 
is plainly felt when the hand is placed on the chest, 
the thyroid gland should be investigated. 


4. Tachycardia.—Tachycardia follows palpita- 
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tion and is a good indication of the severity of the 
disease. The thyroid is driving the heart by in- 
creasing the demands upon it through increased 
metabolic activity. Eventually the tachycardia will 
be so great that the heart musculature will play out, 
but it will maintain a relatively high rate for months 
and even years before it wears out enough to demon- 
strate valvular insufficiency. Auricular fibrillation 
appears late in the disease and when present is a 
good indication of the extent to which the heart 
musculature has been driven. 

not evidence of thyrotoxicosis. 


Valvular murmurs are 


5. Fatigue-——Comparative fatigue tests and indi- 
vidual muscles in normal and goitrous people clearly 
indicate that the reserve glycogen has been used in 
those suffering from thyrotoxicosis to the extent that 
the muscle fails in a much shorter time than that of 
a normal individual, depending entirely on the grade 
and duration of the thyrotoxicosis. In neuro-cir- 
culatory asthenia the patient is rested by sleep, but 
in toxic goitre the patient is as tired in the morning 
as he was when he went to bed. Chronic fatigue is 
a good diagnostic symptom of goitre. 


6. Nervousness and _ Irritability—Nervousness 
and irritability are usually the first symptoms of 
toxic goitre to make their appearance. These symp- 
toms are manifested in many ways—by marked ex- 
citability of the patient in the presence of slight ac- 
cident, by evidence of annoyance over trivial things, 
and by his or her inability to associate normally with 
others. Frequently husband and wife who have 
lived peacefully with each other for many years 
have their pleasant relationship broken by an in- 
terfering goitre in one of them and many divorces 
have been the result of this, A man with thyrotoxi- 
cosis who has been, when normal, a good workman in 
a factory annoys his associates, takes offense over 
fancied slights, and believes that his working con- 
ditions which previously have been satisfactory are 
now changed, and he either leaves his good position, 
or becomes a soap box orator with a vitriolic tongue 
and makes others believe that they and he are suf- 
fering intolerable wrongs. This nervousness, to- 
gether with the workman’s inability to do a normal 
days labor because he is continually fatigued by 
the increased metabolism, brings down criticism by 
his superiors, and a good mechanic is soon out of 
a iob—due to pathology which could have been eradi- 


cated by a timely thyroidectomy. 
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7. Variation in Weight.—Variation in weight is 
the direct result of a change in the metabolic rate. 
Due to the increased metabolism there is a need for 
increased fuel to burn and as a result the appetite 
is over-stimulated and at times the patient puts on 
weight, in spite of the increased need for food, but 
as the metabolic rate increases the need finally passes 
the ingestion of food and there then follows a 
marked loss of weight. If the appetite fails, as it 
may, the loss of weight is very rapid, associated with 
a marked loss of strength, making it difficult for 
the patient to do his normal work. 

8. Eye Changes.—Eye changes develop with in- 
creased toxicity. In hyperplastic goitre there ap- 
pears an exophthalmos in approximately 50 per cent 
of the cases. The exophthalmos is disfiguring, but 
more important is the fact that there may ensue a 
stretching of the optic nerve with some injury which 
causes a lessening of acuteness of vision. Usually 
after a thyroidectomy there is some recession of the 
eyeballs with an associated improvement of vision, 
but at times the exophthalmos is progressive and 
may cause total blindness if allowed to continue 
without relieving the pressure behind the eyeballs. 
Naffziger’s operation is now saving the vision of 
some of these sufferers. In addition, without the dis- 
figuring exophthalmos, there is usually some change 
in the vision in cases of toxicity of long duration or 
marked severity and after the thyroidectomy the 
vision improves for some period of time. The 
glasses that the patient has worn before the opera- 
tion are unsuitable after operation, necessitating a 
change in them. It is not advisable to have them 
refitted, however, for a period of six months after 
thyroidectomy because improvement is gradual and 
progressive for at least that duration, but after six 
months an optic status quo has been established. 

9. Gastro-Intestinal Symptoms. — Hyperacidity 
and chronic indigestion are common in cases of well 
advanced toxic goitre. Patients have had their gall 
bladders removed without improvement, when in 
reality the trouble was due to the thyrotoxicosis. The 
overloading of the stomach due to the increased ap- 
petite of these people aggravates the gastric insta- 
bility. 

All of these symptoms may not appear in the 
origin of the disease, but will probably follow in 


irregular order and severity. They are constitu- 
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tional symptoms affecting the individual’s ability to 
work, but giving ample warning, not as acute ap- 
pendicitis or pneumonia in which an individual is 
perfectly well one day and totally disabled the next, 
but hanging out the red flag of danger for months 
or years—warning the sufferer to care for himself. 
In individual instances I have known of a goitre 
patient losing control of himself and allowing a 
valve to open, spraying hot metal over other work- 
men and himself. Another individual, too fatigued 
by the ravages of his thyrotoxicosis to attend to a 
valuable boiler, allowed it to be burned out. Still 
another toxic individual originated an argument 
which brought on a melee in a factory and stopped 
two days production. Such instances, if carefully 
looked for, can be found frequently, but it is only 
after examinations that they are connected with 
goitre. In many factories only a casual examina- 
tion, if any, is made of the thyroid gland at the 
time of employment. Herniae, which are made much 
of, may not be doing as much harm but may elimi- 
nate the man from employment, whereas the moder- 
ately enlarged thyroid gland causing tachycardia and 
frequently increased blood pressure are overlooked, 
but their damaging effect on the individual and the 
factory may be as great as that caused by any other 
disease, for the thyrotoxic individual is kept work- 
ing while in an unrecognized but none the less dan- 
gerous condition. 

This paper is written because of my desire to 
bring to the attention of the profession, particularly 
those physicians engaged in the examination of ap- 
plicants for positions in industry, the advisability of 
carefully examining the applicant for evidence of 
symptoms of thyrotoxicosis, in order that both the 
employer and workmen may be protected from 
damage resulting from goitre. Brought to a realiza- 
tion of the endemic character of the disease by many 
surveys that have been made, it behooves physicians 
engaged in industrial work to examine workmen for 
thyrotoxicocis as carefully as they are examined for 
any other physical defects. In the incipiency of goitre 
much can be done by medication to abort it and, 
when found, advice as to treatment should be given. 
Also, thyroidectomy should be advised in active cases 
with the idea of conservation of valuable workmen 
and protection to the industry. 

320 Michigan Street. 
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THE PRACTITIONER’S ATTITUDE TOWARDS STATE MEDICINE. 


Frep M. Horsey, M.D., 


Arrington, Virginia. 


In the statement of the American Medical Asso- 
ciation that “The health of the people is a direct 
concern of the government,” all fair-minded people 
must agree; for efficiency and activity of citizens 
supply the vigor and needs of a nation. 

That nearly fifty million Americans receive no 
professional care whatsoever and many other millions 
only inadequate treatment is a staggering thought. 
The average citizen spends a week each year in bed, 
and about one in five has chronic illness which needs 
attention. The disease of T. B. is seven times more 
fatal among the poor, and the death rate of the 
underprivileged is about twice as much as among 
the larger income class. 

Of the one million persons who die in the United 
States every year, one-third could be saved by proper 
medical care; so these are facts we must face. 

Physicians as a class have not failed in unselfish 
service, nor in their devotion to duty, but the medi- 
cal profession as a whcle has not met the wants, nor 
supplied the needs of many suffering from disease. 
As much as the profession has done by splendid ac- 
complishments and sacrifice for humanity, it has 
not supplied this great deficiency and doubtless can 
not unaided. 

The fears possessed by the A.M.A. of extinction 
of the private doctor by government interference are 
real, for there would be removal of the responsibility 
of the doctor to his patient, and the stimulus of 
faith placed in the physician by his patient. The 
helpful effect of the physician’s special interest in 
an individual case are things truly to be considered, 
and these losses should be avoided if possible. 
Where many cases are treated in clinics and hospi- 
tals these assets are already lost to a great degree. 

Where possible the relationship of the physician 
to his patient should be retained, or else the fine art 
in medicine, founded on confidence, is lost through 
lack of contact with individuals and the loss in flow 
of psychic influence that springs from human in- 
terest. 
best fitted to pass on such questions concerning medi- 


After all, it is the trained physician who is 


cine, so I believe a national program of health should 
be formed, as stated by a group of doctors who dis- 
agree with the A.M.A.’s stand. They state that: 


“1. Increased financial support for private and 
government hospitals, which care for the medically 
needy, should be furnished and supplied by vol- 
untary contributions, from local, state and federal 
tax funds. 

“2. Increased support of medical research, ed)i- 
cation and study to be supplied from the same 
sources. 

“3. Extension of government supported public 
health service to include more persons, more dis- 
eases. 

“4. Placing of the direction of such a program 
in the hands of competent medical experts. In par- 
ticular, the health activities of the government are 
already important enough to justify the creation of 
a Cabinet post for a Secretary of Health.” 

However, many local needs are not rightly met 
where the controlling and directing force comes from 
a centralized source. Therefore all authority should 
not be vested alone in the Federal government to 
undertake such work, but there should be local repre- 
sentation as well as state and federal, and authority 
of direction and control should be distributed to these 
three heads, or the local problems will not be justly 
and rightly met. 

The financial need in supplying medical services 
to patients who can not afford the expense of treat- 
ment and care, is doubtless the greatest question to 
be solved in a variety of ways according to the loca- 
tion and special conditions. 

There exists a condition in country practice that 
has not been fully realized. In many districts, 
owing to better roads and easy access to hospitals, 
clinics, and city doctors by modern automobile trans- 
portation, many cases that can pay go to these vol- 
untarily, and leave those who are unable to pay for 
the local doctor to attend; so if this condition con- 
tinues the country physician will in the future pass 
out. 

The expense to the average man of automobile 
transportation, and the drain by credit houses, has 
robbed the country districts of cash, so there is little 
left for medical expenses. 

Since 1932 many patients have been carried on 


the physicians’ books. As living conditions are be- 
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coming better, these same patients are faced by many 
other past due obligations, so most of these credit 
From these and 


cases can not settle their accounts. 
other observations it looks like we are facing the 
question, “Will there be any more country doctors 
in the future?” 

There are many problems of the above nature to 
be solved for various sections, so it is imperative 
that local representation be given due authority to 
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solve and administer any just plan for all concerned. 

As members of the medical profession let us awake 
to the fact that by our training and inherited high 
ideals of public service, we should take a leading 
part in the change that the public is justly demand- 
ing in management of medical service. If, as 
leaders, we do not fulfill this function, both the pub- 
lic and the profession will suffer for blunders made 
by those who can not understand our viewpoint. 





A DOCTOR LOOKS AT NURSING.* 


EpwWIN P. LEHMAN, M.D., 
University of Virginia, 


Charlottesville, Virginia. 


If I direct my remarks entirely to the members of 
the graduating class, I may perhaps be pardoned. It 
is, after all, your occasion, an important episode in 
the life of each of you. In one sense it is not, of 
course, as important an episode as that earlier occa- 
sion when you made the choice of your life work by 
entering the school of nursing. In another sense it 
is of greater importance, for now the justification of 
your choice lies immediately ahead. 

When a young person picks his or her life occu- 
pation, many intellectual and emotional factors, the 
growth of heredity and environment, work together. 
The motives of first importance may range from 
economic needs to intense humanitarian impulses, 
modified by all varieties of proven or imagined ap- 
titudes. 
ing in this choice in most instances is a real knowl- 
edge of the life that is undertaken. The activities 
and point of view of a profession are known by one 
not yet a member of that profession, only by hearsay 
and by appearances. The essential quality of a pro- 
fessional person develops through experience in the 
profession, and in that way alone. Today, you have 
more than an inkling of the meaning of your chosen 


The one thing, unfortunately, that is miss- 


work, and each year of added experience will in- 
crease your understanding of its significance. 

Each of you has, or should have by this time, re- 
lated yourself to the conditions of your individual 
life as a member of the human community. By that 
I mean that those of you who possess neither a pri- 
vate yacht nor a polo field have sensibly adjusted 





“*Address presented at the graduation exercises of the 
Blue Ridge Sanatorium Training School for Nurses, 
Charlottesville, Va.. May 4, 1937. 





your desires to that fact. Those of you with intel- 
lectual aspirations have adapted your intellectual 
activities to the range of your capacities. Each of 
you has shaped your emotional life to the spiritual 
demands of your particular environment, preserving 
your emotional integrity and yet discovering a fund 
of sympathy and interest in others that lends color 
and significance to your daily life. If any of you 
has not already made such adjustments, I can only 
express sorrow for you. 

On the other hand, it is probable that none of you 
has yet succeeded in relating herself to life as a pro- 
fessional person in a wider sphere. Through certain 
comments on the significance and aims of nursing, 
mostly quite obvious, it is my purpose to present to 
you a thought or so that may help you to clarify your 
relation to the future. I shall try not to follow the 
easy path of moralizing. As I have already hinted, 
I cannot give you a perspective on your profession 
from the inside. Up until today that has ‘come to 
you from what your teachers have imparted of wis- 
dom accumulated through years of experience. In 
the future it will grow from your own living of the 
professional life. My contribution must be that of 
an outsider, yet of one not too far outside; one who 
has been working with your profession for nearly 
twenty-five years, who has been deeply indebted to 
it in countless ways, but who has, nevertheless, been 
sufficiently separated from its emotional background 
to permit a somewhat unprejudiced weighing of 
both its virtues and its faults. 

Although the care of the sick must date farther 
back than the earliest records of mankind, yet the 
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organized profession of nursing as we know it today 
is perhaps the youngest of the professions. It has 
not yet had time to make its own needed adjustments 
as such. To one who has worked shoulder to shoulder 
ideals and 
As you take your 


with nurses, certain conflicts between 
practical possibilities are obvious. 
places in the profession, it is important that you 
know that such conflicts are believed to exist by more 
If, on the 


basis of your own experience, you come to the con- 


than one observer of nursing activity. 


clusion that the presence of these conflicts is only 
apparent, it is of course your privilege to do nothing 
If, however, you should feel that there 
is some truth in what I am about to say, then you, 


about them. 


as members of an honored profession, must play 
your parts in the adjustments that become necessary. 


The first of these conflicts presents a somewhat 
fundamental contradiction. The earliest nursing, 
and the only nursing until recent decades, was vol- 
untary nursing. Those whose lives were devoted to 
the care of the sick undertook the task through mo- 
tives arising from the heart and not from the head. 
Their lives were lives of complete sacrifice of every- 
thing else in human existence. 
they undertook the task because, to them, the neces- 
sity of expending themselves for others far out- 
weighed other rewards of living. The noble tradi- 
tion of service for others remains written upon the 
Yet to- 
day the conditions under which the tradition arose 


In most instances, 


banner of the modern nursing profession. 
no longer exist. With the development of nursing 
as a profession, there has necessarily crept into the 
picture the conception of it as the source of a liveli- 
hood not different in quality from that expected by 
the members of other professions. It is true that 
the older nursing organizations furnished the es- 
sentials of existence. Today the nurse, quite under- 
standably, looks for more—for books, for travel, for 
silk and fine linen, for theatres, in short, for all the 
pleasant things in modern civilized life that make up 
the existence of the cultivated woman. In order to 
obtain these undeniably good things, the nursing 
profession has had to protect its members by certain 
rules of employment and stipend to which all de- 
siring the services of the nurse must yield. The mo- 
tive behind the establishment of these standards is 
equally as just as that which has inspired attempts 
to protect the working man from exploitation. 


In accepting, or perhaps better in demanding, 
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recognition as a profession, nursing has necessaril]\ 
had to accept these new economic elements. It is 
quite obvious that they conflict sharply with the pro- 
fessed ideal of undiluted service for others. Less 
sympathetic critics than I have described the modern 
nurse as holding aloft with her right-hand the ban- 
ner of complete self-abnegation while waving with 
her left a copy of not unselfish rules. This picture 
is, of course, exaggerated. To any member of my 
profession who has had the experience of witnessing 
real self-sacrifice among nurses, the picture is not 
only exaggerated, but intolerable, a cartoon in a 
taste rendered bad by the fact that only a half-truth 
is presented. After all, true charity nursing is eco- 
nomically impossible in modern life, except for short 
periods; and my profound admiration goes to those 
nurses whom I have known to care for the indigent 
through long and difficult nights and days at the ex- 
pense of possible employment under the normal con- 
ditions of financial reward. I take no credit to the 
medical profession for its charity work, for, after all, 
the case that can pay is traditionally expected to 
make up the doctor’s total income to a living point, 
no matter how much time may be spent upon the 
poor. The nurse has no such compensation for time 
devoted to the penniless. 


It is not for me to suggest how this apparent con- 
flict can be reconciled. Let me urge you only to 
look at it realistically, to recognize the fact that 
modern economic complexities and the desire of the 
nurse for professional standing have together in- 
troduced elements into the philosophy of the profes- 
sion which do not always sit well in the lap of the 
older tradition. Such a realistic conception will pre- 
vent the tendency for you of the nursing profession 
to over-sentimentalize what is, after all, simply the 
day’s work. 


The second major conflict in modern nursing is 
one of which you are no doubt well aware, namely, 
the conflict between the practical demands of nurs- 
ing and the demands of general cultural education 
and medical education, in short, the great battle of 
This 
It has been raging during my 
It is related to 
the greater struggles that embroil the entire field of 
the teaching of the young. 


the nursing curriculum. battle has not re- 
cently been joined. 


entire contact with your profession. 


Its intensity within the 
field of nursing is, perhaps, another expression of 


the youth of the profession. I would not presume 
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to attempt to settle this controversy in these few 
brief moments, nor, in fact, had I a lifetime to 
spend upon it; I would only call your attention to 
the fact that the problem exists and that it must be 


met. 


You are familiar with the attempts of certain 
leaders of your profession to combine in increasing 
degree general cultural education with nursing train- 
ing. Others, as well as the majority of the medical 
profession, have felt that perhaps too much emphasis 
has been placed on the cultural elements in this com- 
bination, a point of view based on the opinion that 
the average bedside nurse should have her technical 
training placed first in the curriculum and that this 
tendency towards college courses bids fair to upset 
a fundamental balance. Should this tendency con- 
tinue to grow, it is clear that the balance might be so 
greatly upset as to permit the development of no 
nurses who will be content with bed-side nursing 
alone. It is, after all, a question of limiting one’s 
mouthful to what can be chewed and, even more 
importantly, to what can be digested. In this con- 
nection, it might be interesting to point out that, un- 
fortunate as it may be, the medical profession has 
had to adjust its own dietary. One hundred years 
ago the doctor was the learned man of his community, 
being expected to embrace a major proportion of the 
sum of human knowledge. As the complexities of 
his professional field have enormously multiplied, he 
has perforce ceased to take his old interest in cul- 
tural development. I am sorry to confess it, but 
with the exception of rare individuals and those 
mostly among the older men, the medical profession 
has ceased to be a learned profession in the real ac- 
Whether or not this has any 
bearing on the controversy now under discussion is 
doubtful, but at least it will serve to illustrate the 
limitations of the intellectual capacity of ordinary 
mankind. 


ceptation of the term. 


In developing these remarks, I would not like to 
be misunderstood to the effect that no cultural edu- 
cation is necessary or desirable for the nurse. We 
must recognize that any individual’s cultural life 
is a dynamic thing, not a thing that is ever finished. 
The old story of the college graduate who accepts his 
sheepskin with the remark: “Now I am educated”’, 
illustrates the point. True cultural development be- 
gins in childhood and continues through old age, its 
growth and progress depending more on the aptitudes 
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of the individual than upon the formal education he 
receives. Those of you who have an interest in the 
things of the mind will perforce cultivate them. A 
certain exposure to stimulation and to methods of 
study is of the greatest importance in the initiation 
of this process. All I would do is to point out the 
tendency, which seems to be growing, to sacrifice the 
technical phases of nursing training to this other 
desirable phase of education. I would not say that 
it has gone too far today, but I would point out that 


further steps in this direction might be harmful. 


So far, I have considered this problem only from 
the point of view of the nurse whose life will be 
spent in actual nursing. For her whose interests and 
capacities foreshadow her leadership in the profes- 
sion, further general educational opportunity is un- 
questionably necessary. Such schools as the school 
of nursing education at the University of Virginia 
seem the ideal answer to that need. We cannot 
crowd too much into a short period of time. The 
distinction between the bachelor’s degree and the doc- 
torate, as expressed in the field of general education, 
She who 
would be an outstanding member of the nursing 
community—and thereby of the community at large— 
is urged to carry her education on beyond her years 


is a distinction well worth remembering. 


of hospital training. 


When one essays to speak of the amount of teach- 
ing a nurse should have in medicine, the causes, the 
diagnosis, the treatment of disease, one encounters 
again a problem that requires a greater wisdom than 
mine to resolve. The danger of a little knowledge 
is more sharply focussed in medical matters, where 
life may be the price, than in other fields of human 
interest. The nurse cannot more than brush the 
surface of medical knowledge and yet, in certain 
phases of nursing responsibility such, for instance, 
as the field of public health nursing in isolated dis- 
tricts, her knowledge should be more than super- 
ficial. The question can be squarely put: ‘What 
place should purely medical subjects have in the 
nursing curriculum?” In spite of the occasional 
need for real medical insight, it has seemed to many 
that the present-day tendency is toward too much 
emphasis on the things that a doctor must know. It 
is well for you to be aware of the fact that, in the ex- 
perience of any medical man, nurse diagnosis and 
nurse treatment, though uncommon, are occasionally 
encountered and that they are usually detrimental 
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to the patient. One cannot criticize the motives of 
the nurse who assumes to give advice in disease, but 
one can criticize her judgment. Let me urge upon 
you from my outside point of view this principle of 
nursing ethics that you have so thoroughly been 
taught. It is to be remembered that in satisfying a 
friend who asks your medical advice you are doing 
her no favor, provided a doctor is available. This 
admonition is unnecessary and would not be given 
were it not for a single fact. The nurse’s relation- 
ship to medicine is so close that the outside world 
looks upon her as possessed of a special knowledge 
It is hard to re- 
fuse the halo, whether or not it be deserved. 

The third conflict I would mention is one closely 
entwined with the whole growth of nursing into its 
Professions in general 


which often she knows she has not. 


present professional status. 
are peculiar in that they, because of their special 
knowledge are permitted by the public to control 
their own techniques, their own ethics, and their own 
public relationships. They are, as professional 
bodies, independent of any control except that ex- 
ercised by the State. Nursing, by its very nature, on 
the contrary, must be subordinate to the develop- 
ment and the demands of medicine, which it serves 
as handmaiden. It is difficult for any, except the 
somewhat prejudiced exponent of what has been 
called “the woman movement”, to deny this rela- 
tionship. It is somewhat of a contradiction for you 
to be taught that, in the care of the individual pa- 
tient, you are to obey the doctor’s orders as a private 
obeys his officer and yet that, as an organized body, 
you should control your destiny quite independent 
of the desires or necessities of the medical profession. 
From the doctor’s point of view, there exists now a 
somewhat unfortunate tendency of those in control of 
nursing education and of nursing bodies to follow 
a path quite unguided by medical needs, in the 
natural desire to enhance the prestige of nursing and 
improve its personnel. The objection of the doctor 
to this independence of the nursing profession does 
not imply a desire to impose his own direct control. 
After all, no matter how great the male instinct to 
exert power over one or two samples of the opposite 
sex, an obligation to control women in numbers is 
always somewhat frightening. The objection is based 
on a realization of the fact that the care of the sick 


is ultimately his sole responsibility and that, in the 
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care of the sick, the nurse can have only delegated 
authority. He does not seek control of the nursing 
profession, but he does seek a proper consideration 
of his point of view, and of his estimate of the quali- 
fications that a nurse must have. Let me add here 
that this criticism is one addressed only to the nurs- 
ing profession as a body. In the daily contacts of 
nurse and doctor, nurses are remarkable in the tact 
with which they yield to the doctor’s authority. This 
attitude is a difficult task in direct proportion to the 
authority of the nurse over her fellow nurses and is 
most difficult for those in high executive positions. 
Any failure to observe it is so infrequent that it 
stands out in one’s memory as an exception. 


I have presented quite frankly what, in the minds 
of more than one doctor, are important points in 
which nursing seems not to have adjusted itself to 
its problems. All professions are stumbling about 
among the changing conditions and the developing 
philosophies of modern days. In that it has no 
ancient tradition as a profession, nursing may find 
adjustment difficult. Insofar as it is, itself, an ex- 
pression of modernity, it may find adjustment easy. 
You will live through changes and I hope will play 
a part in effecting them. Certainly you should try 
to understand the problems your profession faces, not 
only through such outside perspective as the present 
discussion presents, but also through knowledge of 
what the leaders of your profession are thinking. 
The present point of view of your leaders is not 
necessarily the ultimate decision of the profession. 
Your judgment of it should be tinctured by what the 
medical profession thinks—and by that I do not 
mean what I, as an individual sample of that group, 
have here said—by what the public thinks and wants 
and, finally, by what kindliness and charity dictate. 


These considerations are of ultimate importance to 
you. At the moment; however, the question probably 
facing each of you relates to your immediate future. 
Into which of the three general types of nursing are 
you going to launch yourself, bedside nursing, public 
health nursing, or teaching and executive nursing? 
My advice can be of little value to you, as each in- 
dividual must face and make her own decision. Let 
She 
who would nurse at the bedside must be consumed 


me offer just one comment in this connection. 


with the holy fire of service; she must burn to care 
for the sick with the flames in which were born the 
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ancient orders of devoted women. Only a person so 
motivated can successfully cope with the triad of con- 
flicting interests, the fretful and apprehensive pa- 
tient, the alarmed family that settles in the nurse’s 
hair, and the often apparently unreasonable and de- 
manding figure of the doctor. We expect the nurse 
to reconcile these three irreconcilables and to leave 
each element with a sense of the right thing done, the 
kind word said, the thorny path smoothed. We ex- 
pect her to succeed no matter how weary or ill she 
by chance may be. If she fails, it is a matter of 
sternest comment. Not often enough do we bow in 
acknowledgment of an almost impossible task in 
human relationships, tactfully approached, serenely 
handled, and successfully concluded. Few men 


could do it. 


And this brings me to a concluding thought. I 
promised not to moralize, and yet I crave leave to 
break my promise as I close. One of my teachers, 
a distinguished surgeon said “After all we have 
nurses because they are women”. It is a maxim of 
modern psychology that every trait, whether germane 
to the sex of the individual or not, is present in each 
of us. The final personality pattern results from 
the emphasis placed on the individual characteristics, 
A man can be 
It has 


often been observed that women in positions of re- 


whether they be male or female. 


effeminate and a woman can be mannish. 


sponsibility, nurses as well as lay women, tend to 
overemphasize certain male traits, an overemphasis 
that leads to the development of a mannish person- 
ality. In other women, under these circumstances, 
one may see the development of the pettier female 
characteristics, leading to a womanish pattern as con- 
trasted with the well-rounded feminine nature called 
womanly. In making this generalization I would 
not absolve individuals of my own sex from the im- 
peachment of improper reaction to the endowment 
of authority. It behooves each one of either sex, 
as responsibility grows through life, to attempt by 
the strictest self-appraisal an estimate of the direc- 
tion in which the personality may be traveling. Most 
of the problems that confront the nursing profession, 
or the individual nurse, will fade away if honest 
thought be brought to bear upon them, colored by 
the emotional background of essential womanliness. 


Good luck to you all. 
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Public Health Statistics 
I. C. Riccin, M. D., 
State Health Commissioner of Virginia. 


The report of the State Health Department’s 
bureau of communicable diseases, as compiled for 
the month of June, shows the following cases com- 
pared with the same month in 1937. 


1938 1937 
Typhoid end Paratyphoid__- 31 39 
Diphtheria : — 19 32 
Scarlet Fever _- - ghee 69 25 
Measles ___ eal 1,228 798 
SS a ee 6 25 
Poliomyelitis —_- a — 3 8 
Rocky Mountain Spotted Fever 7 8 
Typhus Fever —_ vise 0 0 


ScHOOL HEALTH AND THE PHYSICIAN 

The role, which the practicing physicians in Vir- 
ginia have played in the reduction of the number of 
cases and deaths from diphtheria and the almost 
complete eradication of smallpox, need not be em- 
phasized. Their cooperation with state and local 
health authorities has made possible the progress 
thus far attained in the control of these diseases. 
With the approaching school term the service which 
the physicians may render in protecting the children 
against diphtheria and smallpox is again brought to 
mind. 

It is not to be inferred, however, that vaccination 
against smallpox and_ prophylactic 
against diphtheria should be delayed until school 
age, but rather that those who have failed for one 


inoculation 


reason or another to receive this protection should 
have it before entering school where the possible ex- 
posure to these diseases will be increased. 

The Virginia Department of Health recommends 
a protective dose of diphtheria toxoid between six 
and nine months of age. It is also thought advis 
able to administer the Schick test to children just 
prior to entering school in order to recheck the im- 
munity status at this age. As is well known, vac- 
cination against smallpox is advisable at the end 
of the first year of age. 


New INpDusTRIAL HYGIENE BULLETIN 
The State Department of Health is circulating a 
new bulletin entitled “Evaluation of the Industrial 
Hygiene Problems of Virginia’. This one hundred 
and twenty-five page publication is based upon a 
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survey of types of industries in this Commonwealth 
which have been known to cause, or which were felt 
might cause, occupational diseases. Seven hundred 
and forty-six industrial plants with a population of 
87,640 were involved in the study. The narrative 
is interspersed with interpretative tables and charts. 

This booklet already has attracted attention not 
only in Virginia but in other jurisdictions also. It 
is of especial interest to industrial physicians, plant 
executives and to other professionals interested in 
the industrial hygiene problem. 





Woman’s Auxiliary 
to the 


Medical Society of Virginia 


President—Mrs. James B. StTong, 15 Maxwell Road, 
Richmond. 

President-Elect—Mrs. Hawes CAMPBELL, Venter. 

Corresponding Secretary—Mrs. Lawrence O. SNEAD, 
5307 New Kent Road, Richmond. 

Recording Secretary—Mkrs. James K. HALL, 3011 Seminary 
Avenue, Richmond. 

Treasurer—Mkrs. ReuBen F. Simms, 2502 Hawthorne Ave- 
nue, Richmond. 

Chairman of Publicity—Mrs. Frep J. WaAmpcLer, 4103 
Forest Hill Avenue, Richmond. 





The San Francisco Meeting. 

Your reporter desires to preface her account of this 
meeting by stating that it has been her privilege and 
pleasure to attend and report upon many previous 
conventions, but in this instance there was so much 
seen and so much done, a detailed account of which 
would be impossible due to our limited space in the 
MonTHLY. Therefore, with apologies, this report 
must necessarily be abbreviated to cover only the 
most outstanding events. 

The Sixteenth Annual Meeting of the Woman’s 
Auxiliary to the American Medical Association was 
held in San Francisco, California, June 13 through 
16, 1938. 

Monday morning, June 13, was given over en- 
tirely to the meetings of the National Board which 
were followed by an informal luncheon for the Board 
members. That afternoon two sightseeing trips were 
given by the Hostess Auxiliary for the entertainment 
of the visitors. One was a trip over the San Fran- 
cisco-Oakland Bay Bridge to the University of Cali- 
fornia with tea served at the International House 
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by members of the Alameda County Auxiliary, and 
the other, a tour of the city, through the Golden 
Gate Park, and winding up with a drive along the 
shores of the beautiful Pacific Ocean. That even- 
ing the visitors were entertained at a Chinese dinner, 
followed by a trip through that most interesting section 
of San Francisco known as Chinatown, with stops 
at many shops and bazaars, and a visit to a Joss 
House where the religious rites and ceremonies were 
explained by a Chinese guide. 

On Tuesday, June 14, a Southern Breakfast 
honoring Mrs. Augustus S. Kech, National Presi- 
dent, was held in the Terrace Room of Hotel Fair- 
mont. Following this breakfast the Convention 
was formally opened by Mrs. Kech. The invocation 
was given by the Rev. Geo. H. B. Wright, Canon of 
Grace Cathedral. Mrs. J. C. Geiger, General Chair- 
man of Arrangements, was introduced, and the ad- 
dress of welcome was made by Mrs. Clifford H. 
Wright of California. Following a most impressive 
“In Memorium” service, reports were read by the 
Chairmen of Standing Committees. At 12:30 the 
meeting adjourned to enable those in attendance to 
embark upon an excursion by boat on San Fran- 
cisco Bay, and to enjoy a delicious buffet luncheon 
at Treasure Island, the site of next year’s World’s 
Fair. At 8 o’clock in the evening the members and 
guests were privileged to attend the opening Session 
of the American Medical Association at the Memor- 
ial Opera House. 

On Wednesday, June 15, the General Auxiliary 
Session convened at 9 A.M. in the Gold Room of 
Fairmont Hotel, with Mrs. Kech presiding. On 
this day the State Presidents gave their annual re- 
ports, recounting the many and varied activities and 
accomplishments of the thirty-nine organized State 
Auxiliaries throughout the United States. At the 
conclusion of these reports, the slate of officers, which 
was brought in by the Nominating Committee, was 
unanimously accepted, and the following officers for 
the coming year were inducted in an impressive 
ceremony: President, Mrs. C. C. Tomlinson, 
Omaha, Neb.; President-Elect, Mrs. Rollo K. 
Packard, Chicago, Ill.; Vice-Presidents, Mrs. Frank 
N. Haggard, San Antonio, Tex.; Mrs. David W. 
Thomas, Lochaven, Pa.; Mrs. L. S. Merrill, Ogden, 
Utah; and Mrs. J. R. Westaby, Madison, South 
Dakota; Treasurer, Mrs. E. E. Fisher, Portland, 
Ore.; and Recording Secretary, Mrs. J. C. Downing 
of Iowa. 









spe 


ne 


RS 


Sees 











nd 
en 
he 


n- 


on 
ps 
SS 


TS 








Es 
F 
R? 
fi 


f 


sespisheart 


PORE ee PE ey eae 











1938] 


The Annual Auxiliary Luncheon, which is always 
an outstanding feature, followed immediately. Mrs. 
Kech, presiding, introduced the many distinguished 
guests at the Speaker’s Table, among whom were Dr. 
Irvin Abell, President of the American Medical 
Association, Dr. J. H. J. Upham, the retiring Presi- 
dent, and Dr. Walter Donaldson of Pennsylvania, all 
of whom brought messages of encouragement to 
Auxiliary workers, and expressed their gratification 
at the progress which is being made by the women in 
their services to mankind. Dr. Abell particularly 
commended the Auxiliaries for their preservation of 
local medical histories and their contributions to 
philanthropic enterprizes. He advocated and urged 
each organized group to familiarize itself on the 
subject of Socialized Medicine in order that all 
Auxiliary members might be well-informed on what 
such a movement by the Government would mean to 
physicians and to the lay public. 

Conferences and round table discussions were the 
order of that afternoon, and in the evening the hostess 
Auxiliary entertained with open house at the San 
Francisco Medical Society Building. 

On Thursday morning, June 16, the Post Con- 
vention Board Meetings were held. In the afternoon 
the visitors had the choice of several sightseeing trips, 
this delegate choosing the trip to the Muir Woods, 
one of California’s famous Redwood Groves. In 
the evening a Bring-Your-Husband Dinner preceded 
the President’s Reception and Grand Ball, which 
brought to an end four days crowded with business 
and pleasure. 

This report would be incomplete without some 
special reference to the instructive and cleverly in- 
genious exhibits on display, all of which seemed es- 
pecially effective this year. 

The thousand and six Auxiliary members and 
guests, whose privilege it was to attend this meet- 
ing, will long remember the Convention in San 
Francisco—the City of the Golden Gate 
the most outstanding in the history of the Auxiliary 
to the American Medical Association. 

JANET WATKINS STONE. 
(Mrs. JAMEs B. STONE) 


as one of 





The James City County-Williamsburg Auxil- 
iary 

Met recently at the home of Mrs. J. R. Tucker, 
Williamsburg. Seven members were present, and 
two new members were added—Mrs. C. E. Holderby, 
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and Mrs. T. E. Painter, both of Williamsburg. The 
meeting was presided over by the president, Mrs. T. 
B. Henderson. After a short business session, the 
program chairman, Mrs. J. B. Porterfield, gave an 
interesting paper on “The Control of Cancer”. 
After a delightful social hour, the meeting dis- 
banded to meet in July with Mrs. W. L. L. Smoot. 





Truth About Medicine 


In addition to the articles previously enumerated, the 
following are among those which have been accepted by 
the Council on Pharmacy and Chemistry of the American 
Medical Association: 

Smith, Kline & French Laboratories. 

Benzedrine Sulfate. 

Benzedrine Sulfate Tablets. 
John Wyeth & Brother, Inc. 
Wyeth’s Suppositories Digitalis Leaf. 


New and Nonofficial Remedies 


The following products have been accepted by the 
Council on Pharmacy and Chemistry for inclusion in New 
and Nonofficial Remedies: 

Ampoules Ephedrine Sulfate—Lilly, 1 cc., 0.025 Gm. 
(% grain).—Each ampoule contains ephedrine sulfate— 
Lilly (New and Nonofficial Remedies, 1938, p. 228), 1 cc., 
0.025 Gm. (% grain). Eli Lilly & Co., Indianapolis, Ind. 

Antipneumococcic Serum, Types IV and VIII Combined. 
—An antiserum containing antibodies of both Types IV 
and VIII pneumococci (Diplococci pneumoniae). 

Antipneumococcic Serum, Types IV and VIII, Refined 
and Concentrated.—Prepared by immunizing horses with 
intravenous injections of cultures of Types IV and VIIi 
pneumococci. The serum is refined and concentrated by 
means of the ethyl alcohol precipitation method described 
by Lloyd D. Felton. The usual safety and sterility tests 
are made. The potency tests are based on the method of 
Lloyd D. Felton. Marketed in packages of one vial con- 
taining 10,000 units each of Types IV and VIII and in 
packages of one vial containing 20,000 units each of Types 
ITV and VIII. Each package contains a vial of normal 
horse serum (1:10 dilution) for the conjunctival test. 
Lederle Laboratories, Inc., Pearl River, N. Y. 

Antipneumococcus Serum, Types V and VII Combined.— 
An antiserum containing antibodies of both Types V and 
VII pneumococci (Diplococci pneumoniae). 

Antipneumococcic Serum, Types V and VII, Refined and 
Concentrated.—Prepared by immunizing horses with in- 
ravenous injections of cultures of Type V and Type VII 
pneumococci. The serum is refined and concentrated by 
means of the ethyl alcohol precipitation method described 
by Llovd D. Felton. The usual safety and sterility tests 
are made. The potency tests are based on the method of 
Lloyd D. Felton. Marketed in packages of one vial and 
in packages of one syringe containing 10,000 units each of 
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Types V and VII; also in packages of one vial and in 
packages of one syringe containing 20,000 units each of 
Types V and VII. Each package contains a vial of 
normal horse serum for the conjunctival test. Lederle 
Laboratories, Inc., Pearl River, N. Y. 

Viostero] (A.R.P.I. Process) in Oil—Lederle—A brand 
of viosterol in oil—N.N.R. (New and Nonofficial Remedies, 
1938, p. 482). Lederle Laboratories, Inc., Pearl River, 
N. Y. (J. a. M. A., June 18, 1938, p. 2082.) 


Propaganda for Reform 


Bile Salts and Arthritis—Hench (Arch. Int. Med. 61:451 
(March), 1938) has just made available the results of 
clinical and chemical studies on thirty-one patients whose 
rheumatic symptoms were partially or completely relieved 
coincidentally with the onset of spontaneous jaundice. At- 
tempts to reproduce the relief by administration of whole 
bile and certain of its constituents were made. ‘Trans- 
fusions of deeply jaundiced blood were tried and jaundice 
was produced by the administration of toluylenediamine ; 
by these means and with the rather small doses used, the 
phenomenon of arthritic relief was not reproduced. Thomp- 
son and Wyatt (Arch. Int. Med., 61:481 (March), 1938) 
administered a combination of bilirubin and bile salt to 
eight patients with chronic atrophic arthritis. ‘The com- 
bination of bilirubin and bile salt given by the technic 
which these investigators finally found satisfactory ap- 
peared to be effective in the amelioration of symptoms of 
atrophic arthritis, although neither of the constituents alone 
produced this effect. Further study and confirmation are 
required before these observations can be applied gen- 
erally in the treatment of atrophic arthritis, but the pre- 
liminary observations seem most suggestive of a new ave- 
nue of approach to this difficult problem. (J. 4. M. 4., 
April 30, 1938, p. 1493.) 

Selenium in Industry.—The primary purpose of a recent 
study of selenium reported by Dudley (Pub. Health Rep., 
53:281, February 25, 1938) is to point out those industries 
in which unrecognized hazards may exist as the result of 
the processing of selenium-bearing materials. He also 
describes the methods developed for the determination of 
selenium in the air as dust or vapor, and a satisfactory 
method of urine examination. Selenium is now widely 
employed in industry and includes such processes as glass 
decolorization, plastics, rubber “accelerators,” fire-proofing 
of electric cable, photoelectric apparatus, glass, paint and 
ink pigments and chemicals. The excretion of selenium 
in the urine is considered conclusive evidence that workers 
are absorbing selenium, :but more clinical and experimental 
laboratory work is necessary to establish a differential 
diagnosis based on the quantity of selenium excreted. 
Dudley discusses a modification of the previously reported 
technic of urine examination for selenium so that amounts 
as low as 0.01 mg. can be determined. The extent % 
hazard in industries utilizing selenium is related primarily 
to the type of process. Fumes, vapors or liquids may re- 
sult in definite dangers by the absorption of organic selen- 
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ium compounds. Although skin absorption has not been 
studied experimentally, it has been shown that burns from 
hot acids containing selenium as the bromide result in the 
appearance of selenium in the urine within two days. 
These considerations, Dudley believes, clearly show that 
selenium presents a potential industrial hazard and that 
adoption of control measures would be advisable in order 
to protect workers from injury resulting from absorption 
of seleniferous compounds. (J. 4. M. A., May 28, 1938, 
p. 1840.) 

Oralsulin——No oral insulin preparation has been ac- 
cepted by the Council on Pharmacy and Chemistry. Over 
eleven years ago The Journal, in discussing “Enterocap 
Oralsulin” (December 4, 1926, p. 1935), pointed out the 
lack of evidence for the efficiency of orally administered 
preparations of insulin and pancreas. 
has been found to necessitate a revision of the statement 
published at that time. Recently the federal authorities 
charged with the enforcement of the Food and Drug Act 
seized a shipment of Enterocap Oralsulin and declared 
the product adulterated and misbranded. According to the 
government report, examination showed that the prepara- 
tion contained no insulin and that the labeling bore false 
and fradulent representations regarding the curative or 
therapeutic effects of the product (Notice of Judgment 
27373). (J. A. M. A., May 28, 1938, p. 1858.) 


No new evidence 





Book Announcements 





Essentials of Obstetrical and Gynecological Pathol- 
ogy. With Clinical Correlation. By MARION 
DOUGLASS, M. D., F. A. C. S., Assistant Profes- 
sor of Gynecology, Western Reserve University, 
and ROBERT L. FAULKNER, M. D., Senior Clin- 
ical Instructor in Gynecology, Western Reserve 
University. St. Louis. The C. V. Mosby Company. 
1938. Octavo of 187 pages. With 148 Illustrations. 
Cloth. Price, $4.75. 


The book is primarily intended to give a brief 
systematic presentation of the essentials of obstet- 
rical and gynecological pathology. It should be very 
helpful particularly where intensive and systematic 
instruction is not available, although the very sim- 
plicity and superficial treatment of nearly every topic 
makes it difficult for one not already familiar with 
these pathological changes to understand much about 
them. It must be admitted that such a book has 
been needed and despite the above objections it would 
be a valuable addition to a medical library, and 
especially to a hospital library. The salient features 
which make this book valuable are brevity and con- 
ciseness. 


J. D. K. 
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Pare’s Books. 

Janet Doe is the Assistant Librarian of the New 
York Academy of Medicine, and A Bibliography of 
the Works of Ambroise Paré, Premier Chirurgien 
and Conseiller du Roy, prepared by her and issued 
recently from the University of Chicago Press, com- 
pletes the fifth of the History of Medicine Series pub- 
lished under the auspices of that Library and is a 
fine example of its cultural contribution to medicine. 

Another book on Paré! We should not be as- 
tonished by a new book on Caesar or Bacon or 
Shakespeare. But what is the perennial interest of 
Paré for the world? Everyone knows that his chief 
contributions to surgery consisted in his substituting 
soothing dressings for boiling oil in the treatment of 
wounds, in his use of the ligature for the cautery, 
and in his advocacy of podalic version in difficult 
labor. But everyone does not know that his dozen 
or more books—which run the gamut from a small 
handbook on surgery through works on anatomy, 
gout, poisons, plague, obstetrics, monsters, natural 
history, mummy, travel, and poetry, to his massive 
Oeuvres—extend to 113 editions, revisions, transla- 
tions and imprints. Miss Doe herself did not dream 
of the number of these publications until letters to 
the leading libraries of the world concerning the 
whereabouts of Paré’s works brought to light no less 
than eight editions hitherto unknown. 

Miss Doe begins her task where Malgaigne left 





off. This French physician and author had shown 
‘the meticulous hand of scholar, historian and sym- 
pathetic critic,” in the Oeuvres Completes which he 
brought out in 1840-41. It is 
critical, biographical and literary notes. 


invaluable for its 
Miss Dee, 
leaning heavily upon it, produces a bibliography 
which can for the first time claim to be complete. 
Taking the form of Geoffrey Keynes’s Bibliog- 
raphy of the Writings of William Harvey, 1928, her 
beok is far from a mere catalogue of titles. It is a 
readable account of the books of a man whose writ- 
ing still lives, having carried his fame to all lands 
and preserved his memory during a century in which 
no one arose to supersede him. Of every edition 
there is a faithful transcription of title page and 
contents with a record and description of errata, 
portraits, illustrations, text and type as well as the 
dates of privilege and printing. The notes are full 
and interestingly digressive “since the particular in- 
terest of each book lies in a knowledge of its ante- 
cedents, historical, bibliographical and personal.” 
The value of Miss Doe’s book to librarians and 
But the Bibliography has 


a wider range of appeal because Paré was more than 


book collectors is obvious. 


‘a bold and successful Sixteenth Century surgeon 
who rose from the ranks, enjeyed the king’s favor, 
defied the doctors and the Academy of Paris. Paré 
practiced surgery of such a high order that no one 


until John Hunter was of the statue to carry on 
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the task of surgical advance he had initiated. He 
was also a poet and a student of contemporary man- 
ners and customs. 

Readers of Miss Doe’s Bibliography will learn 
much about Paré as an author and much more about 
the format and content and sources of his books. We 
venture to say that many will be intrigued to read 
again in the Old English of Johnson, if not in the 
original French, his work “Of Wounds made by 
Gunshot, Other Fierie Engeines, And All Sorts of 
Weapons,” and his “A pologie,” and his “Voyages.” 
If they own copies of some of the rarer editions they 
will thank Miss Doe for her splendid guide to a 
more complete knowledge of the rarity and worth 
of their treasures. 

In the Miller Collection of the Richmond Academy 
of Medicine there are preserved the first Latin 
Edition, the first Dutch Edition, and the third Eng- 
lish Edition of Paré’s works. 


Woman’s Build and Health. 

The Metropolitan Life Insurance Company has 
just issued an informative brochure summarizing an 
exhaustive analysis of the “ungraduated data on 
build of women, as reported in 329,627 standard 
policies.” It was found that the average height 
among this large group of adult women was approxi- 
mately five feet, four and one-quarter inches. 
“Analysis of the mortality according to weight classes 
showed the same trends as the earlier studies on 
male lives, namely, relatively high mortalities among 
young underweights, distinctly high mortalities 
among older overweights and the most favorable 
build with regard to mortality shifting from mod- 
erate overweight at the younger ages to moderate 
underweight at the older ages. There is some evi- 
dence that the excess mortalities are not as great in 
females as in males. . . . In general, tall women have 
had the best mortality except at ages under thirty.” 

The authors believe that their study “has yielded 
important new anthropometric and mortality data,” 
although it may have to be modified when the sub- 
standard data which they are now analyzing are 
They conclude with the statement that “Our 
anthropometric data, we believe, indicate the need 
of some revision of the standard height-weight table. 


ready. 
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That table is too smooth and its very smoothness di:- 
regards what are probably fundamental changes in 
weight according to age during adult life. . . .The-e 
is some evidence, however, that the penalties that vo 
with underweight at the younger ages and overweigitt 
This 
conclusion, however, is stated only tentatively.” 


at the older ages are not as severe as in men. 


Round Tables. 


The small informal conference between teacher 
and pupils has much to commend it. The round 
table discussion at medical meetings is becoming 
increasingly popular because it furnishes the nearest 
approach possible among physicians to this educa- 
tional method. The American College of Physi- 
cians has successfully employed this type of meeting 
for several years and in the Medical Society of Vir- 
ginia there is a growing demand for a continuance 
of this feature, first introduced last year. 

The round table discussion affords a splendid op- 
portunity for the brief expression of opinions which 
you feel are worth recording. It offers an opportu- 
nity for the putting of questions which you feel 
should be asked. It offers a fine comraderie among 
seekers after knowledge on a common problem. 

Round table discussions should revolve around 
subjects of general interest and be led by able and 
tactful specialists. They should encourage general 
but not lengthy discussion, they should move rapidly 
from point to point without irrelevant digression, 
and should attempt to answer only those questions 
which have previously been submitted in writing. 

For the 1938 meeting of the Medical Society of 
Virginia in Danville this Fall five general discus- 
sion groups have been planned. A discussion on 
Acute Respiratory Diseases will be led by Drs. 
Walter B. Martin and David P. Scott; another on 
Allergic Diseases will be led by Drs. Oscar Swine- 
ford and Warren T. Vaughan; one on Etiology and 
Treatment of Indigestion, by Drs. A. B. Hodges and 
F. H. Smith; one on The Vitamins, by Drs. George 
B. Lawson and W. B. McIlwaine; one on Acute 
Traumatic Surgery and Fractures, by Drs. M. B. 
Hiden and C. E. Keefer. Six special group dis- 
cussions will include the subjects of Psychiatry, Ob- 
stetrics, Gynecology, Radiology, Urology and Ortho- 
pedics. 
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Pediatrics. 


During the month of June Dr. Robert B. High- 
tower, Instructor in Pediatrics, conducted a post- 
graduate course in the Clinch Valley area. The in- 
terest and attendance on this circuit was unusually 
good. The following doctors attended meetings at 


the centers indicated: 


NorTON 


Dr. Liebman 

Dr. John R. Massie 
Dr. T. J. Tudor 
Dr. T. S. Ussery 


3. T. Foust 
>. L. Harshbarger 
». R. Jones 


STONEGA 


Dr. S. P. Gardner 
Dr. J. H. Hagy 

Dr. B. C. Henson 
Dr. D. C. Keister 


’, B. Barton 
. Bowers 
3. Bowers 

. B. Bowyer 


APPALACHIA 
Dr. Robert W. Holly 
Dr. Charles K. Polly 
Dr. S. H. Rivers 


Dr. W. N. Botts 
Dr. F. E. Handy 


PENNINGTON GAP 
.. t. Cate Dr. J. S. McNeil 
. W. L. Griggs Dr. J. B. Muncy 
. Bernard C. Grigsby Dr. G. L. Pence 
. W. G. Harper Dr. Robbins 
. C. H. Henderson Dr. G. B. Setzler 
Dr. G. C. Sumpter 


GaTE CITY 
Dr. P. W. Cox (Kingsport, Dr. H. K. McConnell 
Tenn.) Dr. V. W. Quillen 
Dr. J. M. Dougherty, Sr. Dr. Wm. H. Reed 
Dr. J. M. Dougherty, Jr. port, Tenn.) 
Dr. C. R. Fugate Dr. Thos. B. Yancey 
Beginning July 18 and extending through the first 
two weeks in August, a course will be conducted in 
the upper Clinch Valley. Meetings will be held at 
Lebanon, Haysi, Grundy, Richlands, and Tazewell. 


(Kings- 


Internal Medicine. 

Plans are being made for a short course in In- 
ternal Medicine to be held in the Southwest Virginia 
area during the summer. Courses in other localities 
may be organized upon the request of local societies. 

GeorcE B. ZEHMER, Executive Secretary. 





News Notes 








Mark the Dates on Your Calendar. 

October 4, 5 and 6 should be marked on your 
calendars at this time as a reminder of the sixty- 
ninth annual session of the Medical Society of Vir- 
ginia to be held in Danville. Dr. I. C. Harrison, 
chairman of the local committee of arrangements, 
announces that plans are progressing excellently and 
the local society is looking forward to a large at- 
tendance and a good meeting. 

The two guest speakers of our president, Dr. G. F. 
Simpson, are Dr. William J. Mallory, president of 
the Medical Society of the District of Columbia, and 
Dr. Frederick A. Willius of the Mayo Clinic, 
Rochester, Minn. Dr. Mallory will speak on Tues- 
day evening, his subject being “The Diagnostic 
Value of the Clinical Aspects of Digestive Disease’”’. 


Dr. Willius has been placed on the Wednesday after- 
noon program at which time he will talk on “The 
Effects 
Heart Failure on the Liver”. 


of Protracted and Recurrent Congestive 

Round Table discussions will be a feature of this 
year’s meeting and the following subjects and lead- 
ers were selected by the Program Committee: 


Acute Respiratory Diseases—Drs. Walter B. 


Martin and David P. Scott. 


Allergic Diseases—Drs. Oscar Swineford and 


Warren T. Vaughan. 

Etiology and Treatment of Indigestion—-Drs. A. 
B. Hodges and F. H. Smith. 

The Vitamins—Drs. George B. Lawson and W. B. 
McIlwaine. 
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Acute Traumatic Surgery and Fractures—Drs. 
M. B. Hiden and C. E. Keefer. 

These discussions can be made much more in- 
teresting if the chairmen know exactly what the 
members wish, so any and all members who plan to 
attend are asked to send questions or suggestions to 
the individual chairmen. or to the Society’s office in 
advance of the meeting. 

Discussions or meetings are also being arranged 
by the following special Virginia groups: Neuropsy- 
chiatric, Obstetric and Gynecologic, Orthopedic 
Pediatric, Radiological, and Urological Societies. 

The Virginia Radiological Society has been for- 
tunate in securing Dr. B. R. Kirklin, head of the 
diagnostic radiological section of the Mayo Clinic, 
to address and take charge of its round table discus- 
sion. Dr. Kirklin is a past president of the Ameri- 
can Roentgen Ray Society, and chairman this year 
of the section on radiology of the American Medical 
Association. Preceding the discussion, Dr. Kirklin 
will speak on “Diffierential Diagnosis of Lesions of 
the Stomach”’. 


American Medical Association. 

In the last issue of the MONTHLY, it was reported 
that at the meeting of the American Medical Asso- 
ciation, in San Francisco, June 14-17, Dr. Irvin 
Abell, Louisville, Ky., succeeded to the presidency, 
and Dr. Rock Sleyster, Wauwastosa, Wis., 
named president-elect. In 1939, the Association will 
meet in St. Louis, 1940 in New York, and 1941 in 
Cleveland. 

Dr. I. C. Riggin, Richmond, was elected chairman 
of the Section on Preventive and Industrial Medi- 
cine and Public Health; Dr. Robert V. Funsten, 
University, vice-chairman of the Section on Ortho- 
pedic Surgery; and Dr. Hugh H. Trout, Roanoke, 
member of the executive committee of the Section on 
Surgery, General and Abdominal. 

There was a total registration of more than 6,009 
physicians for the meeting. Twenty-nine were regis- 
tered from Virginia as follows: 


was 


Dr. Vincent W. Archer, University. 
Dr. C. B. Bowyer, Stonega. 

Dr. Wright Clarkson, Petersburg. 

Dr. C. C. Coleman, Richmond. 

Dr. John Wyatt Davis, Jr., Lynchburg. 
Dr. J. C. Flippin, University. 

Dr. Richard W. Fowlkes, Richmond. 
Dr. R. V. Funsten, University. 

Dr. Harvey B. Haag, Richmond. 
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Dr. Emory Hill, Richmond. 

Dr. Philip Jacobson, Petersburg. 
Dr. Louise Taylor Jones, McLean. 
Dr. John A. B. Lowry, Crewe. 

Dr. W. Ambrose McGee, Richmond. 
Dr. Hunter H. McGuire, Winchester. 
Dr. Walter B. Martin, Norfolk. 

Dr. Thomas W. Murrell, Richmond. 
Dr. Julian L. Rawls, Norfolk. 

Dr. I. C. Riggin, Richmond. 

Dr. L. B. Sheppard, Richmond. 

Dr. F. H. Smith, Abingdon. 

Dr. James B. Stone, Richmond. 

Dr. A. L. Stratford, Richmond. 

Dr. E. H. Terrell, Richmond. 

Dr. C. W. Thomas, Floyd. 

Dr. D. M. Thomasson, Lynchburg. 
Dr. Hugh H. Trout, Roanoke. 

Dr. W. R. Whitman, Roanoke. 

Dr. Wm. H. Whitmore, Portsmouth. 


Central Control Office Established for State 

Hospitals. 

In accordance with an act of the last General As- 
sembly, a central office for the supervision, manage- 
ment and control of the several State hospitals and 
the Colony for the Epileptic and Feebleminded has 
been established in Virginia. Dr. Hugh C. Henry, 
for a number of years superintendent of Central 
State Hospital at Petersburg has been appointed di- 
rector of State Hospitals with Mr. F. W. Gwaltney 
as executive secretary. Their offices at this time are 
in the new Clinic Building of the Medical College 
of Virginia in Richmond. 


Orange County Medical Society. 

The regular quarterly meeting of this Society was 
held on July 1 at the home of Dr. O. N. Shelton. 
Delegate and alternate to the Danville meeting of the 
State Society, were appointed. Dr. Shelton gave a 
review of the book “Digestive Tract Pain’. 

The next meeting will be held at the office of Dr. 
J. P. Hankins, Orange, on October 7, at which time 
election of officers will take place. 


The Occupational Therapy Curative Work- 
shop, 

The first of its kind in this section of the country, 
was recently opened for operation. It is located on 
the ground floor of the Mayo Memorial Church 
House, entrance at 101 North Jefferson Street in 
Richmond, this space being donated by the Episcopal 
Diocese of Virginia. 

The Workshop was established by a group of pub- 
lic-spirited citizens of Richmond to assist in the 
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cure of and aid in the welfare of crippled children 
through exercises definitely prescribed and guided. 
The exercise is achieved by carefully adapting a 
craft to the exercise needed. 

Chartered as a non-profit organization, the facili- 
ties of the Workshop are available to patients of 
normal mentality, referred by any doctor in the city 
or vicinity, and while its main object is charitable 
and benevolent, a reasonable charge will be made to 
those patients who are able to pay. Both white and 
colored patients are accepted (separate hours being 
allotted to each), and at the present time, patients 
are entered with disabilities due to the following 
causes: poliomyelitis, tuberculosis of the joint, arth- 
ritis, Legg’s Perthes’ disease, cerebral birth palsy, 
fracture, accidents (burns, etc.), and muscular dys- 
trophy. In the cases of osteomyelitis, tuberculosis 
of the joints and muscular dystrophy, where rest is 
indicated, projects are graded to the limits of energy 
output, indicated by the doctor. 

The Workshop is open from 9:00 A.M. to 5:00 
P. M., daily, except Saturdays, and is in charge of 
a graduate occupational therapist, under instructions 
from referring physicians. 

All doctors in and near Richmond are invited to 
visit the Workshop and make use of its facilities. 
The telephone number is 2-9385. 


The Lewis-Gale Hospital, 

Roanoke, announces the addition to its staff of 
Dr. W. L. Sibley, surgeon and proctologist, formerly 
of Rochéster, Minn., and Dr. Fred Davis, of 
Roanoke as orthopedic surgeon. 


Married. 

Dr. John Kirk Richardson of Richmond and. Miss 
Loula Clyde Woody of New Kent County and Rich- 
mond, June 24. 

Dr. Edwin McRae Rucker, son of Dr. and Mrs. 
M. P. Rucker of Richmond, and Miss Nancy Con- 
nelly Johnston of Nicholasville, Ky., July 9. Dr. 
Rucker is an alumnus of Duke University at Dur- 
ham, N. C., and is now on the staff of Duke Hos- 
pital. 

Dr. William Clinton White, class of ’37, Uni- 
versity of Virginia Department of Medicine, and 
Miss Frances Evelyn Daniel of Greenville, S. C., 
July 2. Dr. White is now on the resident staff of 
Walter Reed Hospital in Washington, D. C. 

Dr. Walter Glenn Hardy, class of ’37, Medical 
College of Virginia, and Miss Ethel Davis Killinger 


VirGINIA MEDICAL MONTHLY 511 


of Rural Retreat, July 2. Dr. Hardy recently com- 
pleted his internship at Lewis-Gale Hospital in 
Roanoke and has located for practice at Stanley- 
town. 


Dr. William H. Higgins, 

Richmond, was one of the guest speakers before 
the Tennessee Post-Graduate Assembly which was 
held in Knoxville, June 22-24. 


Dr. James E. Hemphill, 

Class of ‘37, University of Virginia Medical 
School, has recently been appointed and commis- 
sioned as Assistant Surgeon in the Regular Corps of 
the U. S. Public Health Service. He has been serv- 
ing an internship at the U. S. Marine Hospital, in 
Baltimore. 


Dr. William W. Butzner, Jr., 

Has opened offices in Fredericksburg for the gen- 
eral practice of medicine. He is a graduate of the 
University of Virginia, Department of Medicine, in 
1935. 


Dr. R. S. Montgomery, 

South Hill, has been named a member of the 
Rotary Club Committee to sponsor the local Boy 
Scouts. 


The Hawaii Medical Service Association 

Has been organized, this providing medical and 
hospital care on a monthly payment basis, similar 
to plans adopted by a number of other societies. The 
plan started in Honolulu, Oahu, with a membership 
of over one thousand and is rapidly increasing. It 
is expected that other islands in the Hawaiian group 
will participate. 


Dr. J. M. Hitch, 

Recently connected with the Department of Syphil- 
ology and Dermatology of the University of Vir- 
ginia Medical School, has located in Raleigh, N. C., 
with offices at 127 West Hargett Street. 


Third International Goiter Conference. 
Preliminary programs have been issued for this 
Conference which is to be held in Washington, D. C., 
September 12, 13 and 14, with headquarters at the 
Mayflower Hotel. The scientific sessions are open 
to members of the medical and allied professions who 
are in good standing. Further information may be 
obtained from Dr. W. Blair Mosser, Kane, Pa., cor- 
responding secretary of the American Association for 


the Study of Goiter. 








512 


Dr. Beverley R. Tucker 

Of Richmond was one of several doctors invited 
by: the Florida State Medical Association to partici- 
pate in its course of post-graduate lectures at Day- 
tona Beach in June. Dr. Tucker gave a series of 
six lectures in neuropsychiatry. 


American Congress of Physical Therapy. 

The 17th annual scientific and clinical session of 
the Congress will be held cooperatively with the 22nd 
annual convention of the American Occupational 
Therapy Association, September 12-15, at the Pal- 
mer House, Chicago. The convention will have nu- 
merous special program features—a variety of papers 
and addresses, clinical conferences, round table talks, 
and extensive scientific and technical exhibits. 

Preceding the sessions, the Congress will conduct 
an intensive instruction seminar in physical therapy 
for physicians and technicians—September 7-10. 
This should prove of interest to everyone interested 
in the fundamentals and new advances in physical 
therapy. The faculty will be comprised of experi- 
enced teachers and clinicians; every subject in the 
physical therapy field will be covered. Information 
may be obtained from the American Congress of 
Physical Therapy, 30 N. Michigan Ave., Chicago. 


Film on Life of Edward Jenner. 

The Metropolitan Life Insurance Company has 
issued a new film strip on the life of Dr. Edward 
Jenner to acompany the other strips already avail- 
able in the Health Heroes Series. This is obtain- 
able without charge and information may be had 
from the Company at 1 Madison Ave., New York, 
i 
The Leslie Dana Gold Medal, 

Awarded annually for “outstanding achievements 
in the prevention of blindness and the conservation 
of vision” will be presented this year to Dr. Ellice 
M. Alger of New York City. He was one of the 
founders of the National Society for the Prevention 
of Blindness and has served continuously on its 
Board of Directors. Dr. Alger is professor of 
ophthalmology at the New York Post-Graduate 
Medical School and surgeon to its hospital. He has 
written a great deal on the various phases of his 
specialty. 


Dr. Paul K. Candler, 
Class of ’36, Medical College of Virginia, after 
completing his internship and a years’ residency in 
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surgery at the Norfolk General Hospital, is now as- 
sociated with Dr. L. E. Cockrell, of Reedville. 


The International College of Surgeons 

Will hold its Second National Assembly in Phil- 
adelphia, October 13 and 14, with headquarters at 
the Bellevue Stratford Hotel. All members of the 
medical profession of good standing are cordially in- 
vited to attend the scientific program and various 
clinics. There will be no registration fee. Dr. 
Charles H. Arnold, Terminal Building, Lincoln, 
Nebraska, is secretary to the Scientific Assembly. 


Dr. C. H. Mauzy, 

Class of ’33, Department of Medicine, Univer- 
sity of Virginia, has located in Winston-Salem, N. C., 
with offices in Nissen Building, where his practice 
will be limited to obstetrics and gynecology. He 
served an internship at the Cleveland City Hospital, 
and has since been serving in the obstetrical and 
gynecological services of Duke Hospital, the Univer- 
sity of Virginia Hospital, and the Gallinger Hospital, 
in Washington. 


The New York Polyclinic Medical School 
and Hospital 
Announces that a special department of Facial 
Palsy has been established there for teaching pur- 
poses, with clinics every Thursday, at two o’clock. 
This department is in charge of Dr. Thomas G. 
Tickle and his staff. 


Dr. Frank H. Hedges, Jr. 

Formerly of Richmond, has located in Joliet, Il- 
linois, where he is engaged in the practice of ortho- 
pedics. 


Dr. E. V. Richardson, 

For sometime at Marion, Va., is now located at 
Jewell Valley, Va., where he is associated with Drs. 
R. Brittain and G. C. Williams at the Jewell Ridge 
Hospital. 


The Petersburg Hospital Medical Faculty 

Had a luncheon meeting with Dr. Thomas Wheel- 
don, Richmond, at the Commonwealth Club, on June 
22. Seventeen members were present. The Faculty 
plans to hold a series of “get-together” meetings 
throughout the summer months, these taking the 
place of the regular staff meetings. 


The American College of Physicians 
Will hold its twenty-third annual session in New 
Orleans, March 27-31, 1939. Dr. William J. Kerr, 
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San Francisco, is President of the College and will 
have charge of the program of general scientific ses- 
sions. Dr. John H. Musser, New Orleans, has been 
appointed general chairman of the session and will 
be in charge of the program of clinics and demon- 
strations and the round table discussions. 


American Board of Obstetrics and Gynecol- 
ogy. 

The next written examination and review of case 
histories of Group B applicants will be held on 
Saturday, November 5, 1938. The last day for ap- 
plying is September 5. The next general examina- 
tion for all candidates will be held in St. Louis in 
June, 1939. 

Application blanks and booklets of information 
may be obtained from the secretary, Dr. Paul Titus, 
1015 Highland Building, Pittsburgh (6), Pa. 


Personnel News From State Health Depart- 
ment. 

A single county health department has been in- 
stalled in Buchanan County with Dr. Paul J. Bundy 
as Health Officer. Russell and Tazewell Counties 
will continue with a joint department under Dr. 
Turner. 

Scott County has discontinued its appropriation 
toward the support of the local health department, 
but Dickenson and Wise will continue under Dr. 
G. R. Carpenter, who has been appointed Health 
Officer to replace Dr. J. R. Massie, resigned. 

Dr. J. L. Hundley, Wytheville, has tendered his 
resignation as Health Officer. His successor has not 
been appointed. 

The following men were assigned to the health 
departments named, for training for approximately 
thirty days, beginning July 1: Dr. S. J. Beeken, 
Augusta County Health Department; Dr. C. H. 
Bondurant, Pulaski County Health Department; Dr. 
E. B. Shepherd, -Fairfax County Health Depart- 
ment; and Dr. Wm. Y. Garrett, Northampton County 
Health Department, being transferred from Prince 
William. 

Radford City is now a part of the Montgomery 
County Health Department. 


Dr. Kenneth F. Maxcy, 

Formerly on the faculty of the Medical Depart- 
ment of the University of Virginia, has just been 
named professor and head of the department of 
epidemiology of the Johns Hopkins University 
School of Hygiene and Public Health. . 
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Dr. Nathan Bloom, 

Richmond, announces that after August 1, his ad- 
dress will be changed from 1009 to 1006 West 
Franklin Street. 


Dr. Charles W. Warren, 
Recently located at Upperville, Va., is now at the 
U. S. Marine Hospital in Baltimore, Md. 


Dr. Joseph H. Smith, 

Farmville, has been named chairman of the com- 
mittee on Crippled Children of the Farmville Rotary 
Club for the next year. 


Dr. James D. Clements, 
Ordinary, was recently installed as vice-president 
of the Gloucester Rotary Club. 


Fight to Wipe Out Diphtheria. 

During the last session of the Legislature, a Bill 
sponsored by Dr. Francis Lee Thurman, Chairman 
of the Buena Vista Board of Health, was passed giv- 
ing the power to the Boards of Health of the various 
cities and counties of the State to make compulsory 
the giving of toxoid and other preventive measures 
against diphtheria to all children from six months 
to six years of age. 

Buena Vista has started on an active campaign to 
immunize all children in the age limit and recently 
set aside two days for this work, which was to be 
done by the Board of Health or a private physician. 
The charge to those who could pay was fifty cents, 
while those unable to pay were taken care of through 
relief agencies. 


Dr. Mason Romaine, 

Petersburg, sailed the latter part of July, with a 
party of friends, for a tour of England, Scotland and 
Wales, and will visit the cathedrals in these coun- 
tries. They expect to return the middle of September. 


Railway Surgeons to Meet in Chicago. 

The 23rd annual meeting of the American Asso- 
ciation of Railway Surgeons will be held at the 
Palmer House, Chicago, September 19 to 23, 1938. 

This association includes members in practically 
every railroad company in the United States, as well 
as the separate group organizations. 

An extremely interesting and highly profitable 
program has been arranged and all physicians and 
surgeons are invited to attend the sessions of this 


meeting as guests of the organization. There will 
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be no registration fee to M.D. non-member guests. 

In addition to the scientific exhibits, a technical 
show will be held, including the presentation of new 
equipment, advanced types of therapy, new pharma- 
ceutical and biological products and the latest tech- 
niques in many branches of the profession. 

A cordial invitation for you to attend is extended 
by Dr. Harvey Bartle, President of the Association. 
Complete program and information regarding the 
meeting and the exhibits may be secured by address- 
ing Mr. A. G. Park, Convention Manager, the Amer- 
ican Association of Railway Surgeons, Palmer 
House, Chicago, Illinois. 


Wanted— 
A set of six or seven volumes of Bickham’s Op- 
Write “Bickham’s Surgery”, c/o 
( Adv.) 


erative Surgery. 
the MonTHLY. 


Home for Convalescences. 

A home for the care and treatment of chronic 
aged and convalescences has been opened at Arring- 
ton, Nelson County, Virginia, under the care of Dr. 
and Mrs. Fred M. Horsley. Information upon re- 
quest. (Adv.) 


Obituary Record 


Dr. Edward Cary Ambler, 

Roanoke, died July 11, after an illness of three 
days. He was a native of Lynchburg and sixty-eight 
years of age. Dr. Ambler graduated from the Medi- 
cal College of Virginia in 1897, following which he 
had spent most of the time practicing in Roanoke. 
He was actively interested in the medical affairs of 
his community and was a past president of the 
Roanoke Academy of Medicine. He had also been 
a member of the Medical Society of Virginia for 
thirty-eight years. His wife and three children sur- 
vive him. 


Dr. Oscar Clyde Page, 

Well-known physician of Brodnax, died July 1, 
having been in ill health for about eighteen months. 
He was fifty-three years of age and a graduate of 
the former University College of Medicine, Rich- 
mond, in 1911. Dr. Page was one of the first to 
volunteer for service in the World War and served 
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as a surgeon in a London Hospital. Following the 
War, he practiced in Hopewell and Newport News, 
and then returned to Brodnax. Dr. Page had been 
a member of the Medical Society of Virginia for 
twenty-two years. His wife and five children sur- 
vive him. 


Dr. William Lee Gannaway, 

Abingdon, died April 17, of coronary occlusion. 
He was sixty-eight years of age, and received his 
medical degree from the University of the South, 
Sewanee, Tenn., in 1901. Dr. Gannaway had been 
a member of the Medical Society of Virginia for 
thirty-seven years. 


Dr. R. Lee Taliaferro, 

Madison Mills, died July 19, at the age of sixty- 
six years. He was a graduate in medicine from the 
University of Maryland in 1893, and took an active 
part in the professional and civic life of his com- 
munity. Dr. Taliaferro was for a number of years 
a member of the Medical Society of Virginia. His 
wife and a daughter survive him. 


Dr. Edward Maupin Gayle, 


Portsmouth, died June 22, following a heart at- 
tack. He was sixty years of age and a graduate of 
the Department of Medicine, University of Virginia, 
in 1902. Dr. Gayle was one of the founders of 
Westbrook Sanatorium in Richmond and was con- 
nected actively, with it for about six years. He was 
formerly a member of the Medical Society of Vir- 
ginia. Dr. Gayle is survivied by his wife and a 


daughter. 


Dr. Jasper N. Walker, 

Bastian, Va., died April 8, at the age of seventy- 
He graduated from the University of Vir- 
ginia, Department of Medicine, in 1898, and was 
formerly a member of the State Legislature and sec- 
retary of the Board of Health of Bland County. Dr. 
Walker was formerly a member of the Medical So- 
ciety of Virginia. 


one. 


Dr. Lester Lawrence Anderson, 

Stoneville, N. C., died April 18, of coronary 
thrombosis. He was thirty-five years of age and 
graduated from the Medical College of Virginia in 
1927. 
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